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FOREWORD 


The United States Armed Forces Medical Journal is the medium for dis- 
seminating information of administrative and professional interest to all medi- 
cal personnel of the Department of Defense. The Assistant Secretary of 


Defense (Health and Medical) and the Surgeons General of the several services | 


invite all medical officers, dental officers, Medical Service Corps officers, 
Nurse Corps officers, and officers of the Veterinary Corps of the-Armed Forces, 
and the medical consultants of the Army, Navy, and Air Force to submit 
manuscripts for publication in this Journal, 


FRANK B. BERRY, M. D., 
Assistant Secretary of Defense (Health and Medical), 


MAJOR GENERAL GEORGE E. ARMSTRONG, 
Surgeon General, United States Army. 


REAR ADMIRAL LAMONT PUGH, 
Surgeon General, United States Navy. 


MAJOR GENERAL HARRY G. ARMSTRONG, 
Surgeon General, United States Air Force. 
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Monthly Message 


In the January 1954 issue of the Army Information Digest, there | 
is a most thoughtful article by Lt. General W. B. Palmer, entitled 
“Men Think as Their Leaders Think.” As General Palmer relates, 
this title is really a statement that General Charles P. Sumerall 
once made, It applies in all walks of life and for all ages and 
stations. “Before your men can do the job under the terrible con- 
ditions of battle, you must teach them what to think about that | 
job, Aow to think about it. You must work on their minds just as 
hard as you work on their bodies. Leadership is exerted on the 
mind.” 


This is particularly true for chiefs of services, division sur- 
geons, flight surgeons, consultants, and unit commanders. It was 
my privilege to be appointed Consultant Surgeon to the Seventh 
Army in the planning phase of the Southern France invasion, which 
position I held until June 1945. During the previous year I had 
learned much from Dr. Edward D. Churchill, Theater Consultant | 
of the Mediterranean Theater and in the following year was to 
come under the equally enthusiastic teaching of Dr. Elliott C. 
Cutler, Theater Consultant of the European Theater. The Seventh 
Army was unusually fortunate in having a large number of ex- 


perienced units and mature surgeons; my own background of long ; 


service in the Mediterranean Theater and close association with 
the European was of enormous help in establishing the confi- 
dence, drive, and enthusiasm of the less experienced group. 


This art of persuasion, selling the job and instilling confi- 
dence, is equally important today when we lack the enthusiasm of | 
battle and the emotions of war. Perhaps it imposes an even greater , 
task on the consultant and puts him on his mettle to treat each 
officer with whom he comes in contact as an individual and then 
to persuade him that he is a part of a homogeneous group whose 
task is not only to continue but constantly to further the high 
standards which have already been established. 


TartcTy bony 


FRANK B. BERRY, M. D. 
Assistant Secretary of Defense 
(Health and Medical) 
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DERMATOLOGIC RESEARCH IN THE SERVICE: 
AND ITS SIGNIFICANCE 


STEPHEN ROTHMAN, M. D. 


nician. When his native town of Syracuse was besieged by 

the Romans, he constructed a catapult based on his prin- 
ciple of equilibrium of the lever. With this contraption the Greeks 
were able to hurl stones on the ships of the Roman fleet with 
such devastating force that the fleet withdrew in panic from the 
Sicilian shores. After this catastrophic retreat, perhaps both the 
Romans and the Greeks were convinced there would be no more 
wars. If so, they were mistaken. Archimedes was one of the first 
research scientists to serve the armed forces cf his country. 
There followed a long series of mental giants who often un- 
intentionally served military science. The development of navi- 
gation from physics and astronomy, the discovery of gunpowder 
from knowledge of chemistry, and the invention of the steam 
engine, the internal combustion engine, the airplane, and finally 
the atomic bomb can be easily traced to achievement of pure 
scientific thinking and research. 


For many centuries the paramount significance of basic re- 
search for warfare was not clearly recognized by rulers, govern- 
ments, and peoples. Credit for winning battles went exclusively 
to admirals and generals. In this country the first clear-cut 
statement and action recognizing the role of basic research for 
national security were those of President Wilson in 1918 when 
he founded the National Research Council. He stated: 


7 eo although a basic scientist, was also a tech- 


It shall be the purpose of the National Research Council to 
promote research in the mathematical, physical, and biolog- 
ical sciences, and in the application of these sciences to 
engineering, agriculture, medicine, and other useful arts, 
with the object of increasing knowledge, of strengthening the 
national defense, and of contributing in other ways to the 
public welfare, as expressed in the Executive Order of May 11, 


1918. 





From University of Chicago, The School of Medicine, Chicago, III. 
Adapted from a presentation before the Panel on Military Dermatology at the twelfth 
annual meeting of the American Academy of Dermatology and Syphilology, Chicago, Ill., 


10 December 1953, 
937 
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The significance of basic research in the medical field for the | 


military services is easy to trace. Many battles and wars were 
lost because of epidemics, and effective prevention of epidemics 
became possible only after the advent of the bacteriologic era 
and the beginning of systematic scientific research in bacteri- 
ology and epidemiology. 


Prior to World War II the erroneous notion that skin diseases 
were not serious and the belief that their management was an 
easy task and not requiring specialist training were grievous 
stumbling blocks in dermatologic research. Dermatologic prob- 
lems of World War II were reviewed by such authorities as Pills- 
bury, Livingood, and Sulzberger.':*? They were summarized by 
Kierland® who applied them to an analysis of the dermatologic 
problems in the Korean campaign. 


Although dermatologic research is a relatively young and un- 
developed branch of clinical science, it has made contributions 
to basic medical knowledge in such important fields as allergic 
conditions, sarcoidosis, and diseases of connective tissue ground 
substance. Most researchers in the preclinical sciences are un- 
aware of many problems of dermatology. 


The erroneous concept that dermatologic research could be 
best done by nondermatologists was successfully opposed by 
leading dermatologists in this country and resulted in the estab- 
lishment of a subcommittee on the cutaneous system by the 
National Research Council. The majority of its members were 
dermatologists. 


Kierland has enumerated the immediate, practical, and un- 
solved problems in which the armed services are vitally in- 
terested: chronic pyogenic and fungus infections, pruritus, 
eczematous eruption of hands and feet, harmful effects of tropical 
exposure, contact dermatitis, warts (particularly plantar), al- 
lergic states, severe acne, psoriasis and seborrheic dermatitis, 
and psychosomatic problems. The armed services recognize the 
basic principle that disturbed functions cannot be well under- 
stood and remedied without thorough knowledge of the normal 
functions. They are becoming strong pillars supporting basic 
dermatologic research in this country. Their hospitals and clinics 
have become important centers of dermatologic research. 


REFERENCES 
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SPECIAL PROBLEMS IN THE DIAGNOSIS AND 


MANAGEMENT OF SYPHILIS IN MILITARY 
PERSONNEL 


CHARLES R. REIN, M. D. 
GEORGE H. KOSTANT, M. D. 
JEROME A. KIMMELMAN, Captain, MC, USA 


PECIAL problems in the diagnosis and management of syph- 
ilis in military personnel will be discussed in this report. 
According to a recent editorial by Moore* the discovery rate 

of early latent, late latent, and late symptomatic syphilis reached 
a peak in 1943 and has steadily declined since. The peak was 
due to the nationwide application of mass blood testing, by law 
(as in premarital and prenatal examinations), by regulations (as 
in the armed services), and by custom (as in routine examina- 
tions of all persons by physicians, or of industrial workers). The 
1952 level was only 40 percent of the 1943 peak, and this reduc- 
tion is due to the sharply decreased incidence of fresh infections 
and the beginning exhaustion of the reservoir of previously un- 
identified latent and late cases. The marked reduction in the 
incidence of fresh infections since 1948 is undoubtedly due to the 
widespread use of penicillin and the newer broad spectrum anti- 
biotics not only for the treatment of syphilis but for many other 
diseases as well. 


With the marked curtailment of funds to the United States Public 
Health Service for syphilis therapy and control, there may be an 
increase in the attack rate of syphilis in the near future. Un- 
questionably, this would also affect the attack rate of early syph- 
ilis in military personnel. Because of this reduction in funds, 
state laboratories are limiting routine performance of serologic 
testing of blood and spinal fluid specimens. As a result, many 
patients with asymptomatic syphilitic infections will not be 
detected or subjected to therapy before the possible development 
of the late destructive sequelae. Medical officers in the armed 
services may be faced with diagnostic and therapeutic problems 
of syphilis for some time to come. 


From New York University Post-Graduate Medical School and the New York Univer- 
sity Hospital, New York, N. Y. 

Presented by Dr. Rein before the Panel on Military Medicine at the twelfth annual 
meeting of the American Academy of Dermatology and Syphilology, Chicago, Ill., 


10 December 1953, 
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THE TREATMENT OF SYPHILIS 


Voluminous data have been accumulated on the efficacy of peni- 
cillin therapy in syphilis since the first report by Mahoney and 
associates.* On the basis of the information now available, there 
can no longer be any doubt that penicillin has revolutionized the 
control and treatment of syphilis in the armed services. Numerous 
reports concerning different dosage schedules employed by the 
military services have appeared in the literature in recent years, 
many of which vary widely in the amounts of the drug used and 
the duration of treatment, In view of the highly satisfactory re- 
sults obtained with the repository forms of penicillin and the 
greater convenience to the infected military personnel and medi- 
cal officer alike, it is understandable why a definite trend has 
developed toward this form of therapy. Curtis and associates,’ 
stated that the repository preparation of choice in the treatment 
of syphilis is procaine penicillin in oil with 2 percent aluminum 
monostearate (PAM). This type of penicillin is now used almost 
entirely for all types and all stages of syphilis in military instal- 
lations, public health clinics, and the World Health Organization- 
sponsored treatment campaigns throughout the world. The dosage 
schedules recommended in this report are as follows: 


Early syphilis (primary or secondary). 2,400,000 units intra- 
muscularly as first treatment (single injection or equally divided 
in each buttock). This is called the epidemiological dose, which 
not only will render the patient noninfectious but has a 95 per- 
cent chance of curing the infection. This is followed by four ad- 
ditional injections (600,000 units each) at three- to four-day in- 
tervals. 


Late and latent syphilis. 600,000 units daily for 10 days, or 
twice weekly for five weeks (total dose 6,000,000 units). 


Neurosyphilis. A total dose of 6,000,000 to 12,000,000 units 
(600,000 units daily or twice weekly). 


In a recent publication,* our group at Bellevue Hospital reported 
the results of treatment of early syphilis with a single injection 
of PAM (flo-cillin-96). This study was initiated in May 1948, The 
purpose was to determine what could be accomplished with a 
single injection, because such schedules of therapy are of special 
value in those underprivileged countries where the majority 
of patients with treponemal diseases must be treated in the 
shortest time and on an ambulatory basis in rural clinics. Orig- 
inally, we administered a single injection of 1,200,000 or 
2,400,000 units of PAM, but since June 1950, alternate patients 
have been receiving a single treatment of 2,400,000 or 4,800,000 
units of PAM. The series included 50 patients with primary 
lesions (seronegative and seropositive) and 124 with secondary 
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syphilis. These patients had been followed clinically and sero- 
logically for from nine months to five years. All of the patients 
with seronegative and seropositive primary syphilis, treated with 
a single injection of 1,200,000, 2,400,000, or 4,800,000 units of 
PAM, had attained and maintained seronegativity when last ex- 
amined. 


The results were less dramatic in the series of 124 patients 
with secondary syphilis. It was gratifying to note, however, that 
even with the 1,200,000 units schedule, only nine (13.0 percent) 
of the 69 patients required re-treatment because of relapse or re- 
infection. There appeared to be no appreciable difference in the 
results obtained with the 2,400,000- and the 4,800,000-unit sched- 
ules. From our studies, we believe that a single injection of 
1,200,000 units of PAM is a satisfactory procedure for seronega- 
tive and seropositive primary syphilis. If a single treatment for 
secondary syphilis is used, it seems advisable to give 2,400,000 
units of PAM. 


With the new relatively insoluble and slowly absorbed N,N’ 
dibenzylethylenediamine dipenicillin G (bicillin), a single injec- 
tion of 2,4 million units is reported to be effective.* 


Rein and associates® recently reported the value of a new com- 
bination of three penicillin salts (panbiotic) in the treatment 
of patients with treponemal diseases. A single dose of 2 ml. in 
aqueous suspension provides 300,000 units of potassium peni- 
cillin G, 300,000 units of procaine penicillin G, and 600,000 
units of N,N’ dibenzylethylenediamine dipenicillin G. This com- 
bination was conceived by Buckwalter® on the basis of the sol- 
ubility variations of each penicillin salt. When administered as a 
single intramuscular injection it should provide (1) an initial 
high blood concentration within one hour due to the rapid sol- 
ubility and absorption of the potassium penicillin G, (2) an inter- 
mediate blood concentration for from 24 to 36 hours que to the 
less soluble procaine penicillin G, arid (3) finally a prolonged 
blood concentration for at least 15 days or longer in the majority 
of patients due to the relative insolubility of N,N’ dibenzylethyl- 
enediamine dipenicillin G. Microbiologic assay determinations 
indicate that higher and more prolonged blood levels are obtained 
with a single injection of 2 ml. of this material than with a single 
injection of 4 ml. of PAM, even though both contain 1,200,000 
units of penicillin. Initial clinical trials with this combination 
of three penicillin salts in syphilis, yaws, and pinta are highly 
encouraging. 

INDICATIONS FOR RE-TREATMENT 
During the past eight years considerable literature on the value 


of penicillin therapy in syphilis has accumulated, but relatively 
little has been published on the indications for re-treatment. Large 
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numbers of military personnel are being re-treated without ade- 
quate cause. Such indiscriminate and needless re-treatment may 
produce severe psychic trauma to the individual as well as avoid- 
able expense, loss of time, and discomfort. Indications for re- 
treatment in three groups of persons will be discussed. 


Group 1. Asymptomatic reinfections vs. serorelapse. Some 
physicians were discouraged with penicillin therapy because they 
were of the opinion that the alleged relapse or failure rate was 
excessive. Unfortunately, it is often difficult or impossible to 
differentiate between serorelapse and asymptomatic reinfection. 
Because syphilis may be “cured” in a relatively short time, it is 
possible for patients to be reinfected by subsequent exposure. 
In fact, a person may even be reinfected with his original 
treponemata which were deposited in his sexual contact soon after 
his first infection. There is no question but that such instances of 
“ping-pong” syphilis are a more frequent occurrence than has been 
appreciated hitherto. Whether or not an adequately treated patient 
with early syphilis will develop a new chancre at the site of in- 
oculation will depend on the extent of immunity developed from 
the original infection. Judging from animal experimentation, the 
degree of immunity is usually dependent upon the duration of the 
original infection prior to therapy and the number of organisms in- 
volved in the reinoculation.’~® 


It is possible for certain patients with syphilis to develop 
partial or relatively complete immunity. If the only evidence of 
reinfection is a rise in serologic titer, it is almost impossible to 
distinguish this condition from a serologic relapse. 


Ke-treatment should be administered to all patients with sero- 
relapse and with asymptomatic reinfection. An attempt should be 
made, however, to differentiate between them, prior to the institu- 
tion of re-treatment, for the following reasons: 


1. If the patient is categorically classified as serorelapse, no 
attempt may be made to determine and eradicate a possible source 
of reinfection. The patient with asymptomatic reinfection warrants 
the same epidemiological investigation as does the patient with 
clinical evidence of reinfection. 


2. If these patients.are categorically classified as serorelapse 
instead of asymptomatic reinfection, there is a fallacious increase 
in treatment failure rates. 


Rule. (1) Attempt to differentiate between asymptomatic re- 
infection and serorelapse prior to treatment. (2) Do not cate- 
gorically classify all of these re-treated patients as serorelapse, 
because this creates a fallacious increase in treatment failure 
rates. (3) Re-treat all patients with asymptomatic reinfection and 
serorelapse with penicillin alone. The use of penicillin combined 
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with heavy metal therapy is not indicated. (4) Search for possible 
infectious contacts even in apparent serorelapse. 


Group 2. Persistently positive serologic tests in treated late 
and latent syphilitics (seroresistance). Following penicillin 
therapy, most physicians were gratified by the rapid disappearance 
of treponemata from the early lesions of syphilis and the prompt 
healing of early and late cutaneous manifestations. Some, how- 
ever, were disappointed by the slow serologic response. This 
lag in serologic reversal caused fallacious pessimism among 
those who had hoped for a more rapid reversal to seronegativity. 
In late symptomatic or latent syphilis and in late congenital syph- 
ilis, it is only on infrequent occasions that there is a reversal to 
seronegativity, even within five years of treatment. Unfortunately, 
some physicians fail to realize that the persistence of positive 
serologic tests for syphilis does not necessarily indicate the per- 
sistence of infection.’° 


It has been our experience, and that of others, that re-treatment 
of latent syphilitics with persistently positive serologic reactions 
does not produce a more rapid reduction in serologic titer than in 
a control group of patients who are not subjected to re-treatment, 


Following the original schedule of therapy, the patient should 
be subjected to quantitative serologic examinations at three- 
month intervals for one year and less frequently thereafter in 
order to note serologic response. 


Rule. Re-treatment is indicated if: (1) There is serologic evi- 
dence of serorelapse or asymptomatic reinfection as evidenced by 
a sustained rise in serologic titer, and (2) there is definite clini- 
cal evidence of relapse. 


Group 3. Neurosyphilis. The results of spinal fluid examina- 
tions serve as a guide both for activity of the syphilitic process 
and the efficacy of treatment. Following the original therapy, 
spinal fluid examinations should be performed at six-month in- 
tervals for one year and yearly thereafter until all spinal fluid 
tests are negative. If the disease process has been arrested, all 
tests will show progressive decline to normal values without re- 
treatment. A period of five years or more may elapse, however, 
before the complement-fixation tests and the colloidal reactions 
become negative. 


Dattner and Thomas*' have shown that, following successful 
therapy of all types of neurosyphilis, the cell count declines to 
three or less per cubic millimeter within about six months. Thus, 
a normal cell count is the earliest and most sensitive index of the 
arresting of the disease. The total protein values also decline but 
not so rapidly as the cell count. The persistence of positive col- 
loidal reactions and complement-fixation tests does not neces- 
sarily indicate a persistence of active infection. 
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Dattner’? has also ably demonstrated that there is no constant game 
correlation between spinal fluid results and clinical findings. In arly 
many patients, there may be definite clinical improvement and quate 
yet the spinal fluid findings may indicate an active syphilitic | the p 
process. The reverse may also be true, as in burned-out tabes, | detec 
where the spinal fluid findings may be normal, but the patient , Rul 
has persistent clinical evidence of neurosyphilis. Irreparable 


; om . | acqui 
neuraxis damage may have already occurred and clinical mani- ie 
festations may persist even though the active syphilitic process - 
has been arrested. 

Reactivation of the neurosyphilitic process is usually indicated Me 


by a persistence or increase in the values of all spinal fluid , whon 
tests, including cell count, total protein, colloidal reactions, test 
and quantitative serologic tests for syphilis. The cell count is In m 
usually the first to show this increase. scrik 
nosi: 

fule. (1) Re-treatment should be instituted when there is evi- : mini: 
dence of activation in the spinal fluid findings. (2) Re-treatment | symi 
with larger doses of penicillin, administered over a longer time, | sero! 
should be given to those who failed to respond satisfactorily to The 
the original course of therapy. (3) Re-treatment should not be | teat 
given because of persistently positive colloidal or complement- / |jtic 
fixation reactions. (4) Other modalities of treatment should be | syph 
used when indicated to improve the general health of the patient. | jcte; 


EXPOSURE TO PATIENTS WITH PROVED EARLY SYPHILIS | late 


It has been stated by Alexander and Schoch** and others that ; 
more than 50 percent of persons exposed to patients with proved | pati 
early syphilis will eventually be infected. It has also been dem- | acto 
onstrated that the “prophylactic” treatment of syphilis during the } biol 
incubation period with a single injection of 2.4 million units ! Con 
of PAM will effectively prevent the developmént of syphilis in | of E 








almost every instance. From the public health point of view, there Ir 
is no doubt that the treatment of all syphilis contacts is indicated serc 
because it would serve to reduce the incidence of new clinical plo} 
infections. There is, however, disagreement as to the manage- |} or ¢ 
ment and follow-up of contacts. Several leading syphilologists** the 
revealed that it is their custom to ask the contacts to return for | crit 


a serologic recheck at one- to three-month intervals for one year tes! 
following completion of treatment. Moreover, spinal fluid examina- whi 
tions are rarely done. Yet, if that same patient is seen one week 
later, when there may be clinical and/or serologic evidence of 
early syphilis, the patient receives similar or additional therapy. 
Methods should be enforced to ensure the patient’s return for | 1 


und 


clinical and serologic rechecks and at least one spinal fluid ex- lis’ 
amination. If contacts are to be treated prior to the development det 


of clinical and serologic manifestations, they are entitled to the col 
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same follow-up and enforced protection as the person with proved 
early syphilis. Therefore, the treatment must not only be ade- 
quate but the individual should be given the same follow-up as 
the patient with clinical evidence of early syphilis in order to 
detect and treat possible relapses and reinfections. 


Rule. In handling the syphilis contact, assume that he has 
acquired the disease, administer adequate “preprimary treatment,” 
and enforce clinical and serologic re-examinations. 


FALSE POSITIVE REACTORS vs. LATENT SYPHILIS 


Medical officers are often confronted with a military patient in 
whom a routine serologic examination reveals a positive serologic 
test for syphilis uncorroborated by any evidence of the disease, 
In many instances, the patient is not subjected to all the pre- 
scribed procedures required to establish or exclude the diag- 
nosis of a syphilitic infection. Penicillin therapy is often ad- 
ministered in preference to subjecting the patient to a time-con- 
suming and relatively expensive investigation. The importance of 
serologic and clinical rechecks following treatment is not stressed. 
The medical officer may fail to realize that once he has instituted 
treatment, such a person should be considered as probably syphi- 
litic and therefore is entitled to the same follow-up as a proved 
syphilitic. Nelson and Mayer’ have conclusively proved the ex- 
istence of specific antitreponema antibodies in the serums of 
latent syphilitics by means of their immobilization phenomenon. 


Moore and Mohr**’*’ applied the TPI test to 300 seropositive 
patients in whom the diagnosis lay between false positive re- 
actors and latent syphilis. They found that about 45 percent were 
biologic false positive (BFP) reactors and did not have syphilis. 
Confirmation of these findings with an almost identical incidence 
of BFP reactors has been reported by Nelson’® and Miller.’® 


In the armed services, all military personnel are subjected to 
serologic examinations with the standard serologic technics em- 
ploying lipoid antigens. Serologic reactors who present no clinical 
or anamnestic evidence of syphilis should then be examined with 
the TPI test before establishing a diagnosis of syphilis. Specific 
criteria for submission of specimens for examination with the TPI 
test have been set up in the Navy. The following are the criteria 
which will be used in the Army.”° 


The TPI test is not indicated, and should not be requested 
under the following conditions: 


1, Where the diagnosis of syphilis has been definitely estab- 
lished on the basis of unequivocal clinical and anamnestic evi- 
dence. The requirement would be fulfilled under the following 
conditions: (a) Where Treponema pallidum has been identified 
by darkfield examination of primary or secondary lesions. (b) 
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Where a diagnosis of secondary syphilis made on clinical evi- 
dence (rash, et cetera) has been corroborated by repeated posi- 
tive reactions in the standard cardiolipin microflocculation (CM) 
and cardiolipin complement fixation (CCF) tests of the Army and 
Air Force. (c) Where a patient, repeatedly seropositive in one or 
both of the standard cardiolipin tests (CM and/or CCF), has been 
shown to have evidence of visceral syphilis, especially involve- 
ment of the cardiovascular or central nervous system. Cases of 
inactive syphilis of the central nervous system (Dattner-Thomas 
type, 7. e., CCF and colloidal gold positive, cell count and total 
protein within normal limits) will fall in this category. 


2. Where a patient is an infant born of a seropositive mother, in 
which case, the positive serum reaction may be due to passively 
transferred antibody. 


The TPI test is indicated and a request should be initiated 
under the following conditions: 


1. Where the patient has been repeatedly seropositive in one or 
both of the standard STS and there is neither clinical nor anam- 
nestic evidence of a syphilitic infection. There should be no evi- 
dence of visceral involvement, 7. e., cardiovascular disease of 
CNS syphilis. Seropositivity should have persisted for three 
months without significant reduction in titer as determined by re- 
peated cardiolipin microflocculation tests (STS). (During this 
period no syphilitic chemotherapy should have been administered. 
The TPI test should be requested after the last standard serologic 
test for syphilis.)** 


2. In the occasional instances where the patient has been re- 
peatedly seronegative in both of the standard cardiolipin tests 
(STS confirmed over a three-month period), but shows evidence of 
visceral syphilis, e. g., cardiovascular involvement. 


The results of the initial TPI test should be confirmed one week 
later by submitting a second specimen (10 ml.) of sterile serum. 


If the TPI test is positive, it may be assumed the patient has or 
has had a treponematous disease. He should then be carefully re- 
questioned and re-examined for any anamnestic or clinical evi- 
dence of a treponematosis, especially syphilis of the cardiovas- 
cular and central nervous systems. The therapeutic management 
will, of course, depend on the results of the above examinations, 
If the TPI test is negative, then an attempt must be made to find 
out why the patient has a false positive blood test. Moore and 
Mohr’” have begun a systematic study of this problem. In a pre- 
liminary report covering the first 51 patients studied, one had 
rheumatoid arthritis and four were found to have disseminated 
lupus erythematosus. In 21 others there were clinical disorders 
pointing toward a diagnosis of lupus erythematosus but without as 





Jul; 


yet 
evi 
rea 
sin 
tiv 
sh¢ 


syI 
pre 


so! 


vel 


tio 
sik 


an 
lat 


lit 


Me 


ilis 
Inf 








7 


eVi- 
OSi- 
CM) 
and 
. or 
2en 
ve- 

of 
nas 
otal 


in 
ely 


ted 


is 
d. 
ic 
P= 


»f 








July 1954) SYPHILIS IN MILITARY PERSONNEL 947 


yet definite proof. In 14 additional patients there was definite 
evidence of laboratory abnormalities. Only six of the 51 BFP 
reactors were normal except for the positive STS. We have had 
similar experiences with a group of BFP reactors that we have 
been investigating. We are convinced that the patients with posi- 
tive STS and negative TPI tests are potentially seriously ill and 
should not be considered as an innocuous group. 


Rule. (1) Seropositive reactors should be carefully investigat- 
ed in an attempt to establish or exclude a diagnosis of latent 
syphilis prior to therapy. (2) Whenever possible, demonstrate the 
presence of specific antitreponema antibodies by means of Nel- 
son’s immobilization phenomenon. (3) Withhold therapy for three 
to six months in order to afford the patient the opportunity of re- 
verting to spontaneous seronegativity. (4) Where adequate work- 
up is not feasible due to lack of facilities or poor patient co-opera- 
tion, therapy should probably be administered to prevent the pos- 
sible development of late syphilitic sequelae. (5) Once treated, 
the patient should be considered as a probable latent syphilitic 
and should be afforded the same follow-up as a treated proved 
latent syphilitic. (6) However, the biologic false positive reactor 
may be correctly identified even after, and in spite of, antisyphi- 
litic treatment. 


SUMMARY 


Special problems arise in the diagnosis and management of 
syphilis in military personnel. In the diagnostic and therapeutic 
management of such patients, indiscriminate institution of anti- 
syphilitic therapy should not be made without attempting to es- 
tablish or exclude the existence of a specific infection. 


If the original diagnosis is accurate, if the original therapy is 
adequate, and if the medical officer has a basic understanding of 
the value and limitations of various serologic tests, the fre- 
quency and amount of unnecessary re-treatment will be reduced 


considerably. 
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DERMATOLOGIC RESEARCH 0 


Dermatologic research has become a rewarding and exciting venture 
for an increasingly large band of investigators. Uniquely available, 
the skin offers a rich variety of problems susceptible to attack by all 
the basic methodology of medical research. A single hair, a drop of 
sweat, the invisible film of sebum—each offers a stimulating challenge 
to investigators. Here are frontiers of exploration at one’s very finger 


tips. —wWALTER B. SHELLEY, M. D. 


in New England Journal of Medicine, 
Pp. 246, Feb. 11, 1954 
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THE EFFECT OF STILBENES AND 
RELATED COMPOUNDS ON THE MYCOSES 


ARTHUR C. CURTIS, M. D. 
FLORANTE C. BOCOBO, M. D. 
E. RICHARD HARRELL, ™M. D. 

WALTER D. BLOCK, Pd. D. 


interest in the clinical use of a group of aromatic diami- 

dines in the treatment of systemic mycotic infections. 
This group includes stilbamidine (4,4' -stilbenedicarboxamidine), 
propamidine (p,p'-trimethylenedibenzamidine), and pentamidine 
(p,p' -pentamethylenedibenzamidine) which were developed in 
England mainly for the treatment of leishmaniasis and trypano- 
somiasis. Schoenbach and Greenspan’ have published an excellent 
review on the pharmacology and therapeutic applications of these 
aromatic diamidines. 


The in vitro antifungal activity of these compounds was first 
studied by Elson? in 1945 when he reinvestigated their reported 
bactericidal activity and included a number of pathogenic fungi 
as test organisms. He found striking inhibition of the growth of 
Blastomyces dermatitidis and Sporotrichum schenckii by propami- 
dine. This was confirmed later by other reports.*~* 


Parsons and Zarafonetis,® in a review of histoplasmosis, cited 
two patients with histoplasmosis who were treated alternately 
with stilbamidine and ethylstibamine (neostibosan), an antimony 
preparation. The treatment in one patient was unsuccessful while 
that in the second patient gave excellent results, Seabury’ did not 
observe any significant effect on the course of histoplasmosis in 
two patients treated with stilbamidine. More recently, remission 
was obtained in a patient with disseminated histoplasmosis with 
ethyl vanillate given orally and with propamidine applied topically 
on the epiglottic lesions.* The first report on the use of the diami- 
dines in blastomycosis was made in 1950 by Colbert and associ- 
ates’ who described a cutaneous lesion of blastomycosis which 
was greatly improved with the use of propamidine. This was fol- 


oo the last five years there has been an increasing 
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lowed by a number of reports confirming the clinical effectiveness ‘ 


of stilbamidine and propamidine in the treatment of patients with 
cutaneous and systemic blastomycosis,*’‘°~'* Miller and associ- 
ates** reported the successful use of stilbamidine in a patient 
with actinomycosis which was resistant to sulfonamides and 
penicillin, A patient with sporotrichosis'’ was apparently cured 
by stilbamidine, although its routine use for this condition was 
not advocated because of its toxicity. The compound was suggest- 
ed as a last resort in cases resistant to iodides. The clinical 
course of cryptococcosis in three patients was not influenced by 
the intravenous administration of stilbamidine.** 


Diethylstilbestrol, although not an aromatic diamidine, is close- 
ly related to stilbamidine in that it possesses a stilbene nucleus. 
This similarity in the chemical structures of stilbamidine and 
diethylstilbestrol was pointed out by Curtis and Harrell** and the 
possible effectiveness of diethylstilbestrol in the treatment of 
blastomycosis was suggested. Two patients with cutaneous 
blastomycosis had complete regression of the lesions in from 
three to four months with daily administration of 3 mg. diethyl- 
stilbestrol. 

CLINICAL EXPERIENCES 


Stilbamidine, a white crystalline powder, is given in. daily 
doses of 150 mg. dissolved in from 250 to 500 cc. of 5 percent 
dextrose solution and administered intravenously by slow drip 
in order to avoid nitritoid-like reactions and local thrombophle- 
bitis. The solutions must be prepared fresh before administration 
and protected from light. Exposure to sunlight not only causes a 
deterioration of therapeutic potency but also increases the drug’s 
toxicity. 


The optimum amount and best mode of administration of stil- 
bamidine required to destroy the organisms of blastomycosis in a 
patient is still not known. It may be given in courses of from 12 
to 24 daily injections, barring any untoward reactions. We have 
induced disappearance of cutaneous and systemic lesions with 
total amounts of from 3 to 3.9 grams. Schoenbach and associates” 
believed that from 4.5 to 6 grams of stilbamidine in two or three 
courses are sufficient for cure. 


The immediate toxic reactions of stilbamidine, noted by Kirk 
and Henry,’” may include dizziness, nausea, epigastric discom- 
fort, vomiting, sweating, breathlessness, fall in blood pressure, 
and incontinence of feces and urine. These toxic reactions can 
be obviated by the use of the slow intravenous drip method of 
administration. We have observed only slight and transient nausea 
and dizziness among our patients. In one patient the course had 
to be interrupted due to leukopenia and, on another occasion, to 
signs of hepatic insufficiency. This emphasized the desirability 
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of checking the white blood cell count, hepatic function, and 
renal efficiency during the administration of stilbamidine. 


An interesting toxic reaction of stilbamidine, because of its 
uniqueness, is the late development of neuropathy consisting of 
such sensory disturbances as paresthesias, anesthesias, and 
numbness over the distribution of the trigeminal nerve. These 
may appear from two to five months after a course of stilbamidine. 
Snapper and associates* have advocated the use of 2-hydroxystil- 
bamidine, which is as effective as stilbamidine and yet does not 
cause this type of toxic neuropathy. 


In our five patients afflicted with cutaneous and systemic 
blastomycosis and treated with stilbamidine, apparent clinical 
remission with disappearance of the organisms and regression of 
the lesions was achieved. Follow-up of these patients, however, 
revealed recurrences in three. In one patient in vitro studies on 
the causative organism isolated from the patient suggest that it 
had acquired some resistance to the action of stilbamidine. Two 
of the five patients have already developed the late toxic reaction 
of trigeminal neuropathy. 


In view of these observations and in spite of the remarkable 
improvement obtained with its use, stilbamidine in the present 
methods of its administration and dosages is still not the final 
answer in the treatment of North American blastomycosis. Further 


clinical studies are necessary. 
LABORATORY STUDIES 


With the demonstration of the antifungal activity of both di- 
ethylstilbestrol and stilbamidine together with their chemical 
similarity, the examination of compounds structurally related to 
them became desirable. The screening for in vitro antifungal 
activity was done by means of the serial dilution agar method in 
which the compound being tested was incorporated in serial di- 
lutions of 1 mg., 0.1 mg., 0.01 mg., and 0.001 mg. per cc. in 
Sabouraud’s dextrose agar. The test organisms were inoculated 
on these media and the concentration required for complete in- 
hibition of growth was noted. Fifty-five compounds have been 
screened by this procedure. The extent of the antifungal activity 
of most of the compounds varied. The most promising group ex- 
hibiting consistently high activity were various nitrostyrene 
derivatives.*® This group is being subjected to further investi- 
gations and soon will be given clinical trial in the treatment of 


mycotic infections. 


SUMMARY 
The aromatic diamidines, stilbamidine, propamidine, and pent- 
amidine, have been used by various investigators in the treatment 
of patients with mycotic infections. 
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Five patients with cutaneous and systemic blastomycosis were 
treated with stilbamidine at the University of Michigan Hospital. 
There was apparent clinical remission with disappearance of the 
organisms and regression of the lesions in all five, but recurrence 
in three. /n vitro studies suggested that the causative organism 
isolated from one patient had acquired some resistance to the 
drug. Two patients developed the late toxic reaction of neurop- 
athy. It is suggested that further clinical studies of stilbamidine 
in the treatment of patients with North American blastomycosis 
be made, 
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USES AND ABUSES OF ANTIBIOTICS IN THE 
TREATMENT OF DERMATOSES 


HARRY M. ROBINSON, Jr., M. D. 


NTIBIOTICS are potent weapons with which the physician 
A may now successfully combat some diseases for which no 
satisfactory means of therapy previously existed. He, 
however, must have a thorough knowledge of the limitations, 
indications, and contraindications of the antibiotic drug pre- 
scribed. These agents both by oral administration and by local 
application play an important role in the treatment of cutaneous 
diseases. The constantly changing nature of bacteria, exem- 
plified by their development of resistance to various drugs, has 
necessitated constant study and research to develop new com- 
pounds, Long‘ pointed out that the majority of disease-producing 
strains of staphylococci are resistant to the antibacterial ef- 
fects of penicillin, and it has been established that gram-posi- 
tive cocci may also develop resistance to the broad spectrum 
antibiotics at times. These drugs are essentially bacteriostatic 
in action and their main function is to hold the organisms in 
check until the host’s defense mechanisms are sufficiently 
strong to eradicate the infection from his body. The dermatolo- 
gist must ask himself certain questions before prescribing an 
antibiotic: (1) Is an antibiotic really needed? (2) Can therapy 
with antibiotics be harmful to this patient? (3) What is the anti- 
biotic of choice? (4) Is systemic antibiotic therapy necessary, 
or can a satisfactory result be produced by local applications of 
the drug in a suitable ointment base? (5) How long should this 
drug be administered? (6) Will this drug affect the patient's im- 
mune status in the future? 


During the past four years we have attempted an evaluation of 
the antibiotics currently used in our department at this univer- 
sity. In order to evaluate these drugs objectively we have formed 
a team of four experienced board certified dermatologists to 
check diagnoses and therapeutic results. Adequate use is made 
of all available laboratory studies prior to initiation of treat- 
ment and at the conclusion of antibiotic therapy. The social 
service department aids in the follow-up of those patients who 
would otherwise be lost from observation. I believe that such a 


From University of Maryland School of Medicine, Baltimore, Md. 

Presented before the Panel on Military Dermatology at the twelfth annual meeting 
of the American Academy of Dermatology and Syphilology. Chicago, Ill., 10 December 
1953. 953 








means of critical evaluation is of more definite value than iso- 
lated case reports from individual physicians. Thus, in this 
time span, our group has examined about 5,000 patients and 
treated them with penicillin and the broad spectrum antibiotics 
both by local application and systemic administration. 


It is unfortunate that many physicians regard the antibiotics 
as a panacea for all ills and, therefore, administer them with 
impunity in disregard of the possible harmful side and sensi- 
tizing effect on the patient. The fact that penicillin is not a 
completely innocuous drug has been reported many times.?~* 
In the past year, four patients have died in this hospital in- 
directly as a result of administration of this antibiotic: (1) An 
elderly woman with stasis dermatitis, treated with penicillin 
by her physician, developed exfoliative dermatitis and died 
shortly after admission to the hospital; (2) an elderly Negro 
with late latent syphilis treated by his practitioner with peni- 
cillin developed erythema multiforme bullosum and died within 
24 hours of admission; (3) a young boy treated for rheumatic 
fever developed erythema multiforme bullosum and died 24 hours 
after admission; and (4) an elderly Negro who developed exfolia- 
tive dermatitis following penicillin treatment for latent syphilis, 
died 48 hours after admission. Actually penicillin therapy was 
not indicated in any of these cases, 


With the prolonged administration of the broad spectrum anti- 
biotics, the danger of moniliasis arises. Tomaszewski’ and 
Woods and his associates* were among the first to report this 
phenomenon. Recently a child was admitted with a history of 
being treated for an upper respiratory infection with aureomy- 
cin. When a skin eruption developed, the drug was discontinued 
and oxytetracycline (terramycin) was substituted. When the 
eruption progressed and lesions developed in the mouth this 
drug was discontinued and chloramphenicol was _ substituted. 
This same type of treatment was continued for about two years 
before culture and subcultures revealed the presence of patho- 
genic Candida albicans. By this time the child had monilial 
granulomata on the scalp, face, hands, and legs; the roentgeno- 
graphic findings were consistent with extensive pulmonary 
moniliasis; and there were large lesions on the tongue and buccal 
mucosa, 


Part of the routine examination of any patient should include 
the culture of any exudate for pathogenic micro-organisms, and 
the results of such studies are frequently helpful in the selec- 
tion of the antibiotic to be used. When the drug selected is in- 
effective it may be necessary to use the sensitivity tests, but 
as they are subject to varying interpretations they are not to be 
recommended as a routine measure. 
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LOCAL APPLICATION OF ANTIBIOTIC OINTMENTS 


The ideal antibiotic ointment is one which contains as its 
jactive ingredient a drug which is not intended for systemic ad- 
ministration. If a patient becomes sensitized to one of the anti- 
biotics when it is used locally, he might also show evidence of 
| Sensitization when it is given systemically. In 1951 two cases 
of acquired contact sensitivity to- 1 percent chloramphenicol 
/ointment were reported.’ Both patients recovered from the der- 
| matitis, but later that same year one of them was admitted to the 
_ hospital with lobar pneumonia and was started on chloramphenicol 
by mouth. Several days later she developed severe exfoliative 
dermatitis. 





Tyrothricin was one of the first antibiotics developed for local 
| use. MacLeod and associates*® and gxobinson and Molitor** proved 
that this drug was highly toxic if administered parenterally, but 
| many reports'?~** claimed excellent results in the treatment of 
| the pyodermas with tyrothricin ointment. This was the first of 
the antibiotics which proved to be of value by local application 
but was not suitable for systemic administration because of the 
_ toxic side effects. As we demonstrated in our earlier studies, it 
_ was 50 percent less efficient than penicillin ointment in the 
treatment of the pyodermas.'* We encountered very few sen- 
sitivity reactions to this drug in our series, but Berke and 
Obermayer’*® reported 4 percent acquired sensitivity in persons 
who handled the drug. Bacitracin, another antibiotic intended 
only for local application, produced satisfactory results in the 
treatment of pyodermas as reported by Miller and his associ- 
ates.'® They noted an incidence of 0.5 percent sensitivity to 
this drug. Livingood and his co-workers’” and Kile and associ- 
ates'* reported on their results with neomycin, the most recently 
developed antibiotic intended solely for local application. These 
authors stated that neomycin is less effective than bacitracin 
and the broad spectrum antibiotics against hemolytic strepto- 
coccic infections, but that it is the treatment of choice for 
cutaneous pyogenic infections except those due to hemolytic 
streptococci. The adverse reactions noted were believed due to 
the ointment base rather than to neomycin because patch tests 
with this antibiotic were negative. 


In an earlier report'* we stated that 2 percent of the patients 


' treated with penicillin ointment became sensitized to this anti- 


biotic although the preparation was generally effective in pro- 
ducing rapid involution of the primary pyodermas and eradicating 
the secondary infection in other dermatoses complicated by 
secondary pyogenic infection. Miller and his associates**® also 
proved that penicillin by local application was an effective 
method of treating the pyodermas, but noted that 6 percent of 
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their patients developed sensitivity to the drug. Hollander and 
Hardy*® obtained excellent results in the treatment of the pyo- 
dermas with 3 percent aureomycin ointment and these results 
were confirmed by Robinson and Robinson.** The majority of 
the adverse reactions to local application were due to the local 
irritative effect of the ointment base and not to the aureomycin. 
Apparently this drug does not readily produce sensitization by 
local application. The results obtained by our group in the treat- 
ment of dermatoses with oxytetracycline ointment** and those ob- 
tained by Wright and Tschan’® prove that oxytetracycline ointment 
is a valuable agent to be used in the treatment of the pyodermas 
or other dermatoses complicated by secondary pyogenic infec- 
tion. The adverse reactions noted in both of these series were 
due to the local irritative effect of the ointment base and not to 
the oxytetracycline. While chloramphenicol ointment proved to be 
of great value in the treatment of pyogenic infections of the skin,* 
it produced a high incidence (4 percent) of acquired contact 
sensitivity.2 We have recently reported*® results of our prelim- 
inary studies with erythromycin ointment. It is an efficient agent 
in the treatment of the pyodermas and those conditions com- 
plicated by secondary pyogenic infection. We have not encoun- 
tered any adverse reactions in this group of patients. At present 
carbomycin (magnamycin) is also being evaluated in our clinic 
both for local application and for oral administration. The early 
results indicate that this drug is useful in the treatment of the 
pyodermas. No sensitization reactions have been observed, but 
the series is still small. Various combinations of the antibi- 
otics have been prepared for local use, but as stated by Sulz- 
berger and Baer,”* “it will take thorough therapeutic studies 
utilizing the paired comparison method to ascertain whether one 
of the other of these topical preparations has any particular 
advantage.” Table 1 shows a comparative study of local anti- 
biotic therapy. 


We have demonstrated'*’**~** that the antibiotics are of great 
value in the local treatment of various dermatoses which are 
complicated by secondary pyogenic infection. The fact must be 
emphasized however, that while the secondary pyoderma is 
eradicated by the antibiotic ointment, the underlying eczema, 
epidermophytosis, contact dermatitis, atopic dermatitis or sebor- 
rheic dermatitis is not benefited. Ihe ideal antibiotic for local 
use is one which is effective, has a low index of sensitizing 
power, and is not intended for systemic administration. 


It is unfortunate that many physicians use systemic anti- 
biotic therapy when in many instances a suitable local applica- 
tion will suffice. This is particularly true in the case of impetigo 
contagiosa and ecthyma. If antibiotic therapy is necessary, the 
drug of choice is the one which has been indicated by statistical 
studies to be the most efficient and the least toxic. 
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GRANULOMA INGUINALE 


From the dermatologic standpoint one of the most striking ef- 
fects of systemic antibiotic therapy has been the therapeutic 
response noted in granuloma inguinale. Seemingly incurable 
lesions of many years’ duration healed with dramatic prompt- 
ness when therapy with streptomycin was first instituted by 
Barton and his associates.” Similar results were obtained by 
Kupperman and his group,”* and in our own clinic, Haserick* 
demonstrated that penicillin was of no value in the treatment 
of this disease and we confirmed these findings. Jacoby and as- 
sociates*® suggested a satisfactory ambulatory treatment for 
these patients with a single daily dose of streptomycin in oil 
and wax. Dihydrostreptomycin proved to be as effective as 
streptomycin and had fewer side reactions. Greenblatt and his 
associates,** Robinson,*? and, at a later date, Robinson and his 
co-workers** demonstrated the efficiency of chloramphenicol in 
the treatment of this disease. There were no adverse reactions 
to the drug in any of these series. Robinson and his group* 
and Robinson and Robinson* were enthusiastic about the results 
obtained in the treatment of patients with granuloma inguinale 
with aureomycin using a dose of 3 grams daily for 15 days. The 
latter workers also proved the efficiency of intravenous aureo- 
mycin. Hendricks and associates** and Xobinson** noted rapid 
healing of the granulomatous lesions after institution of therapy 
with oxytetracycline. In a larger series of cases Robinson and his 
associates*? noted complete healing of all lesions and no re- 
lapses. Robinson and Cohen** also reported excellent results in 
the treatment of this disease with erythromycin. Carbomycin has 
produced a satisfactory result in three patients and no lesion 
recurred, To prevent relapses the administration of the antibiotic 
used should be continued for one week after all lesions have 
healed. An evaluation of antibiotics in the treatment of patients 
with granuloma inguinale is given in table 2. 


ERYTHEMA MULTIFORME 


Although the cause of erythema multiforme has not as yet been 
determined, Robinson** suggested the theory that a virus or some 
other infectious agent is responsible for the production of the 
eruption, and that this agent is activated by some “trigger mech- 
anism” such as the administration of barbiturates, penicillin or 
other drugs, or some focus of infection. In my experience peni- 
cillin by mouth or injection has been of no value in the treatment 
of this condition. We have demonstrated the efficiency of aureo- 
mycin,** chloramphenicol,** and oxytetracycline,”? in producing 
relief from the symptoms of erythema multiforme in a large per- 
centage of patients and at present are compiling statistics on 
the value of erythromycin and carbomycin in this entity. Al- 
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though the series of cases with these latter two drugs is very 
small, the results thus far are promising. The use of antibi- 
otics in erythema multiforme is shown in table 3. 


THE PYODERMAS 


Pyodermas include abscess, carbuncle, cellulitis, erysipelas, 
furnunculosis, hidradenitis suppurativa, lymphangitis, and puru- 
lent paronychia. In a carefully conducted study, Flood*’ dem- 
onstrated that orally administered penicillin in dosage of 400,000 
units three times daily for three days followed by 200,000 units 
three times daily for from 5 to 7 days would produce a satisfac- 
tory result in superficial pyodermas. He also pointed out that 
penicillin for oral use costs much less than the broad spectrum 
antibiotics. It is unfortunate that the majority of disease-pro- 
ducing strains of staphylococci are becoming resistant to peni- 
cillin and it is frequently not the drug of choice in the treatment 
of pyogenic skin infections. Although all of the antibiotics are 
generally effective on oral administration in the treatment of the 
superficial pyodermas such as impetigo contagiosa and ecthyma, 
there is usually no indication for this route of treatment because 
local applications will suffice in most instances. In patients 
with extensive lesions and deep seated pyogenic infections of 
the scalp, systemic antibiotic therapy is indicated. The choice of 
an antibiotic is very important in the treatment of this group of 
diseases because an unsatisfactory response is most probably 
due to resistance of the causative organism to the drug being 
used (table 4). The use of routine cultures and, when necessary, 
sensitivity tests must be stressed. The dose of the antibiotic 
used must be large enough to cope with the infection but not 
great enough to cause toxicity. Relapses are frequently noted 
in the follicular infections Such as furunculosis and hidradenitis 
suppurativa and in those instances treatment must be repeated 
and continued for a longer time. In the management of paronychia, 
the practitioner must be certain that the causative organism is 
one of the pyogenic bacteria and not Candida albicans. 


ACNE VULGARIS AND ACNE CONGLOBATA 


Andrews and his co-workers** were enthusiastic about the re- 
sults of the treatment of patients with cystic acne by the oral 
administration of the antibiotics, and Becker*® also believed 
them to be of value in controlling the pustular element of acne. 
In our experience penicillin has proved to have little beneficial 
effect, but the broad spectrum antibiotics have been of great 
value in controlling the pustules. The drawback of antibiotic 
therapy of this condition is the necessity for prolonged adminis- 
tration of these drugs. When the drugs are discontinued, the 
lesions almost invariably recur. In some of the patients we have 
treated it has been necessary to give courses of the drugs with 
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the rest periods of a week or more in order to retain a satisfac- 
tory effect. It frequently has been possible to stop the appearance 
of new pustular lesions by the continued administration of sub- 
therapeutic doses of the selected drug for a long time. When used 
judiciously the antibiotics have proved to be an adjunct to the 
therapy of acne but by no means do they replace the more stand- 
ard methods in present-day use. 


In dermatoses such as the various superficial mycoses, eczema- 
tous eruptions, atopic dermatitis, seborrheic dermatitis, and 
others which may be complicated by secondary pyogenic infec- 
tion, the antibiotics will cause involution of the secondary infec- 
tion but have no effect on the primary dermatosis. Diseases such 


| as atopic dermatitis, scleroderma, granuloma annulare, and the 


various fungus infections as well as a host of others, are not 
benefited by penicillin or the broad spectrum antibiotics. 


VIRAL INFECTIONS 


There is no definite evidence that any of the antibiotics are 
of value in the treatment of viral infections. There are many con- 


' tradictory reports in the literature. In the discussion of 


Feiler’s*® case of molluscum contagiosum treated with aureo- 
mycin, only one of the three discussants reported a similar suc- 
cess. Guy and associates” obtained a satisfactory result in 
their patient, but the condition cleared completely in only one of 
our five patients.”* Mopper*? and Niedelman* obtained excellent 
results in the treatment of one patient with molluscum contagi- 


_osum with oxytetracycline but we were not able to produce a 


single satisfactory result in our four patients.** In our experi- 
ence penicillin, chloramphenicol, and erythromycin have also 
been of no value in the treatment of this disease. 


It has been established that none of the currently used anti- 
biotics are of value in the management of herpes simplex. In our 
, large series of patients treated with the various antibiotics, it 
‘has not been unusual to observe the appearance of herpes sim- 
plex during the course of treatment with aureomycin, chloram- 
phenicol, or one of the others. Buerk and Blank** differed with 
Hyman**® on the value of aureomycin in the treatment of Kaposi’s 
varicelliform eruption. Hyman believed it to have been of great 
value in the treatment of his patient. A patient of mine received 
;aureomycin by mouth and when she became comatose the drug was 
administered intravenously. This girl became progressively worse 
and developed encephalitis as a complication of the disseminated 
herpes simplex before she eventually became well. In my opinion, 
none of the antibiotics aided in the successful completion of 
‘her condition. This condition is self-limited and it is impossible 
| to evaluate the effect of any medication in such a disease unless 
the improvement is dramatic. 


| 


| 
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In some of the cases of herpes zoster observed in the course of 
the antibiotic trials, we believe that the course of the condition 
was shortened. Undoubtedly aureomycin, chloramphenicol, and 
oxytetracycline produce a beneficial effect on a small percentage 
of patients, but the number is so low that it does not justify the 
administration of an expensive drug for such a benign condition. 
The drugs definitely do not prevent postherpetic pain. Our results 
in this condition agree with those of Finland and his co-workers.“ 
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It is not within the scope of this presentation to discuss the 
merits of the various antibiotics in the treatment of syphilis 
and yaws. All of the currently used broad spectrum antibiotics 
as well as penicillin are treponemicidal drugs. In the light of our 
present knowledge, penicillin is to be preferred for the treat- 
ment of syphilis. The other drugs are only to be used where 
there is a history of intolerance to penicillin. Due to the great 
decrease in cases of early syphilis, it is almost impossible to 
properly evaluate the antibiotics other than penicillin in syph- 
ilotherapy. 


CONDITIONS NOT BENEFITED BY ANTIBIOTICS 


As a result of our surveys we have concluded that there are 
many conditions in which antibiotic therapy is not indicated un- 
less there is evidence of secondary infection. The drugs will 
then only eradicate the secondary infection and have no bene- 
ficial effect on theprimary dermatosis. The conditions we studied 
are: acne keloid, alopecia areata, atopic dermatitis (eczema), 
condyloma acuminatum, dermatitis venenata, lichenoid eczema 
(neurodermatitis), eczema nummulare, epidermophytosis, epi- 
theliomata, folliculitis decalvans, Fox-Fordyce disease, granu- 
loma annulare, herpes simplex, keratosis follicularis, lichen 
planus, lichen sclerosus et atrophicus, lupus erythematosus 


(chronic discoid type), miliaria rubra, molluscum contagiosum, | 


otitis externa, papular urticaria, pityriasis rosea, psoriasis, 
rosacea, sarcoid, scleroderma, seborrheic dermatitis, tinea 
capitis, tinea versicolor, trichophytosis corporis, verruca plana 
juvenilis, verruca plantaris, and verruca vulgaris. 


CONTRAINDICATIONS TO ANTIBIOTIC THERAPY 





The present widespread use of the antibiotics in the treat , 


ment of diseases not caused by infectious agents may be poten- 


tially harmful, particularly in some abacterial pustular infections. ; 


Suppression of the natural flora of the skin by penicillin and the 
broad spectrum antibiotics may give rise to excessive growth of 
fungi and other potentially pathogenic micro-organisms not sen- 
sitive to the antibiotic in question. Recently Brown and his co- 
workers*’ presented a series of five patients who developed fatal 
fungus infections as a result of antibiotic therapy. C. albicans 
and Candida tropicalis were grown on blood cultures from these 
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of . patients, Livingood and associates’’ demonstrated that neomycin 
ion | used locally occasionally produces reactions from which C. aldi- 
| cans can be recovered. These and many other reports suggest 
| that long-continued, unbroken therapy with the antibiotics is not 
the good practice. In chronic conditions which necessitate a long 
. | course of one of these drugs, it is suggested that the patient be 
ilts | given rest periods, after which the antibiotic can be resumed. 
3.“ | We** have demonstrated that chloramphenicol is definitely con- 
traindicated in the treatment of chronic discoid lupus erythema- 
the | tosus. Two of our patients treated with this drug developed an 
lis | irreversible leukopenia. In view of the number of adverse re 
icS_~ actions which have been reported concerning chloramphenicol 
our , and the development of blood dyscrasias, it is suggested that 
sat- | the use of this drug be reserved for the treatment of a condition 
ere | where antibiotic therapy is ‘indicated because it has proved re- 
eat fractory to the other medicaments. These drugs are especially 
to contraindicated in treatment of those persons who have devel- 
ph- oped an adverse reaction to their local application. In view of 
* the severe gastrointestinal reactions developed by some patients 
taking antibiotics orally, a history of gastric ulcer, mucous or 
hemorrhagic colitis, or repeated attacks of gastroenteritis serves 
are as a warning in the administration of such treatment, 
“ll SUMMARY AND CONCLUSIONS 
ne- Antibiotic therapy should only be used where there is a specific 
lied | indication and the drugs should be administered in adequate 
a), dosage. Long continued systemic administration of any of the 
ma | antibiotics is not considered good practice because rest periods 
apie are necessary to prevent the destruction of the natural flora of 
nu- the skin. The ideal drug for local applications is one which is 
hen not used for systemic administration. 


aa Penicillin is the drug of choice in the treatment of syphilis, 
a but aureomycin, oxytetracycline, chloramphenicol, and erythro- 
nea | Mycin are also spirocheticidal. 

ana The antibiotics are indicated in the treatment of the pyodermas. 


Local therapy will suffice in rost cases of impetigo contagiosa. 

ecthyma, and secondarily infected dermatoses. Systemic aaminis- 

tration is necessary in furunculosis, erysipelas, lymphangitis, 
2at- » and cellulitis. 


ten- 

wn , All of the systemically administered antibiotics except peni- 
the  Cillin produce healing of granuloma inguinale lesions, but to pre- 
vent relapses treatment must be continued for at least one week 


after all lesions have healed and the dosage must be adequate. 


co- —s- The majority of patients with erythema multiforme will respond 
ital | to treatment with all of the systemically administered antibiotics 
ms + except penicillin and streptomycin. 

se 


. of 
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The antibiotics are an adjunct to the treatment of acne vul- 
garis, but do not replace the standard method in present-day use, 


Antibiotic therapy is contraindicated in moniliasis, gastro 
enteritis, chronic discoid lupus erythematosus, and in diseases 
where statistical studies prove them to be of no value and their 
systemic administration is contraindicated where there is a 
history of sensitivity to their local application. 
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THE FITNESS FOR MILITARY SERVICE OF 
PATIENTS WITH CERTAIN CHRONIC 
DERMATOSES 
MARION B. SULZBERGER, Captain (MC) USNR 


BOUT 39 percent of all candidates for military service at : 

the Armed Forces Examining Center, New York, N. Y., 

are rejected. In this center, which examines about 10 

percent of all inductees in the United States, 10 out of every 
1,000 rejections were for skin disease (table 1). 


The relative hospital admission incidence of skin disease in 


the Army and the Navy (table 2) greatly exceeds that which * 


might be expected when one considers that only about one per- 
cent had been rejected for military service for various der- 
matoses. It is probable that the number of duty days lost due to 
skin disease is as great if not greater than the incidence rate 
would indicate because the average period of disability in 
cases of skin disease is usually longer than that caused by 
other diseases. 


DERMATOLOGIC CONDITIONS IN THE AIR FORCE 


Although figures from the Air Force paralleling those of the 
Army and Navy »re not available at this time, I have received a 
report on the significance of skin diseases in the Air Force’ 
which states: 


“Dermatological conditions (excluding dermatophytosis) rank fourth : 


among the first 10 causes of noneffectiveness for 1951. In the num- 
ber of days lost from duty this represents a mean daily patient load 
of 58 per 100,000 military strength. The average number of days lost 
per case is 10.4, about the same as the year before. By comparison, 
acute upper respiratory infections rank second among causes of non- 
effectiveness, but the a ge number of days lost per case is only 
4.3. Although dermatological conditions do not rank among the first 


10 causes for disability separation and retirement, it is imteresting , 


to note that they are a more important cause for service disconnection 
than disorders of personality. 





From New York University Post-Graduate Medical School, New York, N. Y. 

Presented before the Panel on Military Dermatology, at the twelfth annual meeting of 
the American Academy of Dermatology and Syphilology, Chicago, Ill., 10 December , 
1953. 
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“As a cause of hospital admission, dermatological conditions (ex- 
cluding dermatophytosis) rank third, far above such important causes 
as psychoneuroses and acute gastrointestinal diseases. The death 
rate for dermatological conditions is negligible, as in civilian life. 


OF 


“The statistics for 1951 again indicate that cutaneous diseases 
constitute one of the major causes of hospitalization and noneffective- 
ness in the United States Air Force.” 


TABLE 1. Causes for rejection of 1,000 candidates 






Cause for rejection 











“—- , Neuropsychiatric symptoms 

t 10 Eye, ear, nose, or throat disease 170 

very Medical conditions 365 
Surgical conditions 235 

e in Skin diseases 

hich * 

per- Total 

der- *Figures are approximate 

e to 8 PP . 


rate Schipper reported that the pyodermas are responsible for al- 
/ IN most one third of all the dermatologic conditions seen in the Air 
i by Force. He emphasized that many pyogenic skin infections should 
be preventable with chemotherapeutic and antibiotic agents, 
provided proper opportunities are afforded for early treatment and 
for the application of the effective preventive, public health, 
the and control measures which should be at the disposal of medical 
sd & officers. 





































rce’ 
TABLE 2. Admissions for selected skin diseases as compared with admissions 
for all diseases (exclusive of battle and nonbattle casualties)* 
urth 
1um- All diseases Skin diseases 
load P (number of 
Service Snead 
lost «sume for) Hospital Percentage of 
son, admissions for total admissions 
10 Ne 
nly U.S. Navy (1929- 
first 1938 inclusive) 6.0%* 
ting U.S. Navy (1952) 318,446 21,430 6.7 
10 su. S, Army (1952) 586,493 65,196 
*Based on figures from the Medical Statistics Divisions of the U. S. Army and the 
U. S. Navy. 
g of **Based on Sulzberger, M. B.; MacClatchie, L. K.: and Parsons, R. P.: Military 


nber , dermatology and syphilology. M. Clin. North America 25: 1677-1698, Nov. 1941. 











Schipper’s statement needs no emphasis insofar as it con- 
cerns the magnitude of the problem of skin diseases in the Air 
Force and the loss of effectiveness which they cause. I desire 
to emphasize his statement that many of these conditions should 
be preventable and that in some the length of disability could 
be materially shortened by the application of correct diagnostic 
and therapeutic procedures which are within the capacity of the 
dermatologist. Dermatophytosis, however, is not included in 
Schipper’s figures; it is probable that, if such a common cause 
of disability as fungus infections were included, skin diseases 
would not rank third or fourth, but possibly second, or perhaps 
even first, as a cause of disability and noneffectiveness in the 
Air Force. 


SEPARATIONS FOR DERMATOSES 


The number of separations from the Army because of dis- 
ability during the year ending 30 June 1951 is also important. 
Of every 100 persons separated for any disability whatsoever, 
1.9 were primarily for a skin disease. Of those separated for 
skin diseases, 73 percent (1.387 percent of al] those separated) 
were without compensation because the condition presumably 
existed prior to entry in the service. It is therefore permissible 
to assume that 73 percent of those being separated for skin 
diseases had some cutaneous defect which, with optimum meth- 
ods of screening, might have been discovered before they were 
enrolled or inducted. 


One need not be particularly perspicacious or a trained stat- 
istician to see the great difference between the incidence of der- 
matologic rejection before induction and that of dermatologic 
diseases in the armed services: only one percent of those reject- 
ed at induction are rejected because of a skin disease; but from 
six percent to 10 percent of those admitted to the hospital in 
the armed services are admitted for a skin disease. 


NEED FOR PERSONNEL AND EQUIPMENT 


On the basis of these figures it would be appropriate to in- 
crease the number of the dermatologists in the medical corps to 
at least 10 percent of all the medical officers. 


There is need not only for greater numbers of qualified der- 
matologists as medical officers but also for sufficient numbers 
of dermatologically well-trained ancillary personnel. Only when 
they are available will the disability from skin diseases be 
materially reduced. The modern management of dermatoses 
demands specially trained nurses and corpsmen who can apply 
the technics of present dermatologic, prophylactic, diagnostic, 
and therapeutic modalities. Although it is the sine gua non, 
adequate personnel is not the only requirement for bringing about 
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dermatologic improvements. There is an undeniable need, for 
example, of a properly standardized and authorized minimum 
dermatologic pharmacopeia in hospitals of various sizes; like- 
wise the dermatologist needs standardized and authorized mini- 
mum equipment, instruments, and apparatus for dermatologic 
physical therapy and minor surgery, for skin tests, and fungus 
studies. He requires special facilities and technical equipment 
for a great variety of other diagnostic and therapeutic procedures 
just as much as does the surgeon, the radiologist, the ortho- 
pedist, or the dentist. There is also an urgent need for specify- 
ing and authorizing the minimum requirements of space and basic 
layout for the dermatology and syphilology service in each medi- 
cal military establishment. 


All these dermatologic necessities should be available routine- 
ly in standardized uniform fashion, as arethe surgeon’s operating 
theater, the orthopedist’s cast room, and the dentist’s chair and 
drilling apparatus. Their acquisition should not be left to the 
good will of the local commanding officers or-other local au- 
thorities, nor depend upon the patience and pertinacity, or the 
energy, aggressiveness, and ability of each local dermatologist 
to gain them for his service. The minimum space, personnel, and 
facilities which the exercise of his profession requires must be 
the dermatologist’s as a routine matter, not as a special favor. 


In specifying and authorizing these minimum dermatologic re- 
quirements, it must be borne in mind that dermatologists not 
only treat about 10 percent of all hospitalized patients, but that 
they spend most of their time treating ambulatory patients in out- 
patient clinics. There dermatologic (and venereal disease) pre- 
vention and treatment are likely to be most valuable and produc- 
tive. Moreover, as in certain other specialties, (e. g., ophthal- 
mology, pediatrics, and gynecology and obstetrics), a great 
proportion of the dermatologist’s work is for the families of mili- 
tary personnel. So much for some of the problems which are 
“intrinsic”——and correction of which must originate from within 
the service. 


NEED FOR RESEARCH 


Another matter of great concern arises at the Armed Forces ex- 
amining stations and induction centers and also might be correct- 
ed. You will recall that about two percent of all disability dis- 
charges are due to a skin disease; moreover about 73 percent of 
these skin diseases existed prior to service. These figures 
represent a strain on the economy of the country. Every person 
who is discharged from the military service for a disability is 
entitled to the rights of a veteran, including medical care. There 
were 2,243 hospital admissions to the Bronx Veterans Adminis- 
tration Hospital for skin diseases in the five years from 1947 to 
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1952. These figures reveal some of the continuing cost of skin 
diseases to the Government, once affected persons. have been ad- 
mitted and discharged from the armed services. It is incontro- 
vertible that it would be worth while to expend considerable 
amounts of time, effort, and money to determine whether or not a 


greater proportion of chronic skin diseases could be discovered » 


before the affected persons are inducted into the service. 








Many forms of dermatologic clinical research could be done 


with great accuracy in the armed services. This clinical re- 
search is needed fully as much as laboratory and basic science 
research, “It is apparent,” as Kierland? aptly stated, “that much 


has been done in the past 10 years to solve the problems of - 


military dermatology. Problems still remain and always will, 
but with greater education and research by civilian dermatologists 
and those in the Armed Forces, Veterans Administration, and 
United States Public Health Service working together, much 
may be done to alleviate the condition of those afflicted with 
dermatologic disease and to reduce disability and morbidity 
rates of diseases of the skin, These are our common goals.” 


I believe there is not a sufficient awareness of the magnitude 
of the problems involved, of the drain on the efficiency of the 


armed services caused by skin diseases, and of the steps which | 


could and should be taken to reduce this tremendous cause of 
ineffectiveness. It is our inescapable duty, not only as physi- 
cians and dermatologists but as patriotic citizens, to do every- 


thing we can to bring these facts concerning dermatologic inef- | 
fectiveness to the attention of those who have both the authority | 


and responsibility to institute the proper measures of relief. 
DERMATOLOGIC SCREENING 


Would it not be well worth while to examine inductees more | 


carefully for a tendency or particular susceptibility to certain 
skin diseases as well as for an active and, at the moment, an 
entirely incapacitating dermatosis? Should we dermatologists 
not attempt to introduce at the Armed Forces examining stations 
screening methods designed to discover latent dermatologic 
conditions in a manner similar to those used to discover latent 
psychiatric and other aberrations ? 


The answer to these questions could well be in the affirmative. | 


Obviously a candidate for induction need not be cyanotic or 
dyspneic at the moment of examination in order to be exempted 
from military service because of heart disease. He is scien- 
tifically questioned and examined to find whether or not there 
are any signs indicating heart disease. Similarly, he need not 
attack the examining physician with a cleaver or try to jump out 
of the window of the examining station in order to be exempted 
because of a psychosis. He is disqualified if tests indicate the 
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presence of a psychiatric defect which might become inca- 
| pacitating later. Similarly, an ulcer need not be bleeding or per- 

forating at the examination in order to indicate that the person is 
| unfit for military duty. 


I believe that dermatologists, just as cardiologists, psychi- 
atrists, or gastroenterologists now do, might. by various modern 
technics, examine persons who are about to be inducted and be 
_able to determine with some accuracy and predictability whether 

or not they will develop a dermatologic disability under condi- 

tions of military service. For example, if some of the inductees 
at several large induction centers had the following tests and 
examinations: (1) routine series of patch tests; (2) record of the 
family and personal history of atopy and of infantile eczema; 

(3) routine skin tests with a few selected atopens; (4) proper 

history for the presence of acne or pyodermas in the inductee 

and members of his family; (5) examination of his feet for fungi, 
sweat patterns, resistance to cold, friction, and maceration; and 
(6) test of the whole skin for its ability to sweat, its irritability, 
'and its response to light and other physical and chemical agents. 
If a record of each inductee’s performance on this “dermatologic 
| screening adjunct” at induction and the history of these persons 
while in various kinds of military service were then followed, 
it could be determined in a few years whether or not these tests 
would be useful in predicting, with a reasonable degree of cer- 
tainty, the military suitability of the inductee as far as his skin 
‘is concerned, This is a form of clinical research which I think we 
would like to see done, and in which we would be glad to co- 
' operate. 
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HEALTH HAZARDS IN KOREA 
The climate of Korea runs to extremes for it is subtropical in the sum- 
mer and arctic in the winter. Actually, it is one of the coldest climates 
in which Americans have ever fought. Furthermore, many diseases occur 


in Korea to a greater extent than elsewhere. The forbidding terrain, 


the grossly infested soil and water, as well as the general distress of 
the population have combined to create a background for medical and 
even surgical conditions without comparison in the countries from 
which the UN soldiers have come. 
—GEORGE W. HUNTER, III, Colonel, MSC, USA 
in American Journal of Public Health, 
Pp. 1408, Nov. 1953 





THE RISKS OF PERORAL ENDOSCOPY 
EDDY D. PALMER, Lieutenant Colonel, MC, USA 


HE peroral endoscopic methods—pharyngoscopy, esopha- 

goscopy, and gastroscopy—are among the most valuable of 

the gastroenterologist’s diagnostic aids, Unfortunately, 
none is without its element of danger, and deaths have occurred 
despite their skillful use by experienced clinicians, It is fair to 
state, however, that gastroscopy with the conventional flexible 
instrument has proved to be one of the safest of the major 
diagnostic procedures. Esophagoscopy under direct vision has 
too small a margin of safety for routine use by the gastroenter- 
ologist, but the recent renewed popularity of the flexible esopha- 
goscopic obturator has provided an instrument for medical esopha- 
goscopy which is not only of the greatest diagnostic help but 
also inherently as safe as the use of the flexible gastroscope. 


As with many phases of medicine, the endoscopist finds that 
he is blamed when an accident occurs, He notes, on the other 
hand, that he is not critized when he declines to carry out indi- 
cated examination or treatment under dangerous or difficult cir- 
cumstances, There is no provision for public recognition of 
blame when a caustic stricture of the esophagus is permitted to 
close, The endoscopist who shuns a dangerous situation when 
the indications for action are clear is guilty of greater moral 
neglect than one who, using proper precautions, inadvertently 
injures the patient. The hoary admonition, “primum non nocere,® 
can be a dangerous one. 


PHYSIOLOGIC RISKS 


Anyone who passes a tube into the esophagus must realize 
that in certain patients the normal autonomic connections pro- 
vide for potentially dangerous esophagocardiac and gastrocardiac 
reflexes,’ Insertion of a gastric tube frequently causes disturb- 
ances in cardiac rhythm in some of the smaller animals, The rate 
of coronary flow is diminished when the stomach is distended, 
as it is during gastroscopy. In persons who are particularly sensi- 
tive in these respects, the mere act of swallowing, whether or 
not there be a tube in the gullet, periodically leads to ephemeral 
atrioventricular block, including complete heart block. Following 
pharyngitis, tonsillitis, or tonsillectomy, the occurrence of 
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Stokes-Adams attacks coincident with deglutition is not exces- 
sively rare. Local manipulation for the control of delayed post- 
tonsillectomy hemorrhage has been reported as the cause of 
cardiac standstill and sudden death. There have been frequent 
reports of paroxysmal atrial tachycardia initiated by swallowing, 
and, of course, the degree of disability in such patients may be 
extreme. In most instances the history might give warning of the 
possibilities of these physiologic autonomic variants, 


RISKS OF LOCAL ANESTHESIA 


Local anesthesia is not necessary for satisfactory peroral 
endoscopy, but most endoscopists have found it desirable for 
both the patient and the examiner. The passage of a Levin tube 
is more unpleasant for many patients than the passage of a gas- 
troscope, although rarely does one consider using local anes- 
thesia for passage of a Levin tube. For many patients the sensa- 
tion of postexamination oral and pharyngeal anesthesia is a most 
bothersome part of gastroscopy and esophagoscopy. It is not 
unusual for a patient, prior to a second examination, to request 
omission of the local anesthesia, Use of meperidine hydrochlo- 
ride for pre-endoscopic sedation may preclude the necessity for 
local measures,’ 


Peroral endoscopy under general anesthesia is considerably 
more dangerous than when conducted with some degree of co- 
operation from the patient. The psychotic patient, one with a 
difficult esophageal foreign body problem, or a child often re- 
quires general anesthesia but its routine use is not a gesture of 
kindness to the patient, For routine purposes, buccal and pharyn- 
geal anesthesia should be used. At this hospital the agent which 
has proved to combine the maximum in effectiveness and safety 
is tetracaine hydrochloride (pontocaine), Its margin of safety is, 
of course, only relative, 


There are two points in the oral use of tetracaine hydrochloride 
and of other local anesthetic drugs which appear to make the 


| difference between relative safety and considerable danger from 


toxic reaction, First, barbiturates have a protective action against 
this form of toxicity, and one is justified in insisting on their 
use for pre-examination preparation, The substitution of morphine 
sulfate or meperidine hydrochloride for sedation prior to local 
anesthesia is not wise because they lack this attribute. Although 
Sadove and associates’ stated that barbiturate prophylaxis has 
been overemphasized, I believe that the degree of protection 
afforded is of primary importance in assuring the safety of the 
examination. Second, use of the anesthetic solution is safer as a 
gargle than as an atomized spray. It is also less effective be- 
cause a gargle does not reach the hypopharynx. A spray is more 
dangerous because a certain amount of the mist is inspired; this 
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increases surface contact and rapidity of absorption. Similarly, | of ™ 


in order to reduce the extent of absorbing mucosa contacted, the 
gargle solution should not be swallowed. The toxicity of a local 


anesthetic drug increases geometrically with its concentration;? | 


@ one percent solution can be considered much safer than a two 
percent solution, and the relative effectiveness is not greatly 
different, 


There usually is no warning of a toxic reaction. A history that 
is suggestive will eliminate patients known to be susceptible, 
but one cannot assume that because of a recent uneventful exami- 
nation a patient is insensitive to the anesthetic agent.‘ Patch, 
intracutaneous, and conjunctival sensitivity tests are not entirely 
reliable, 


All patients with toxic reaction to local anesthetic drugs repre- 
sent some stage in the pharmacologic sequence of overstimulation 
carried to the point of depression. This depression may involve 
the vital centers of the medulla, developing simultaneously with 
cortical stimulation, Occasionaliy a sneeze is the first warning 
of imminent trouble, and it is a good rule to have the patient im- 
mediately gargle with water to clear the throat and to prepare 
amobarbital sodium (sodium amytal) solution for possible intra- 
venous use. Occasionally the patient dies suddenly. He usually 
stiffens, loses consciousness, and slowly commences stiff athe- 


toid movements, Deep coma slowly supervenes, respirations are 


decreased as cyanosis and trismus develop, and clonic seizures 
begin. Convulsions are always accompanied by hypoxia. Respir- 
ations may cease, and the patient may die in a peculiar cyanotic 
rigid attitude. The clinical manifestations vary from patient to 
patient and may occasionally be localized to an isolated reacting 
organ, Thus, there may be only bronchospasm, or massive pharyn- 
geal edema, or sustained circulatory collapse. On occasion the 
reaction does not make its appearance until after the examination 
has begun,® when there is the added danger of instrumental injury. 


It is negligence to use local anesthesia without a respirator 
and an intravenous preparation of amobarbital sodium or other 
rapidly acting barbiturate at hand. The treatment for most re- 
actions includes immediate intravenous injection of amobarbital 
sodium. It should be given slowly and the effects observed close- 
ly at the first sign of central nervous system stimulation. It must 
be emphasized that barbiturate is not a therapeutic panacea, 
and that overenthusiastic dosage may prove disastrous if the 
true degree of central depression is masked by cortical hyper- 
activity. As a further warning against the use of a large dose of 
barbiturate without a clear appraisal of the situation, one should 
remember the possibility of hysterical reactions occurring in 
certain patients. One must be prepared to use either a respirator 
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of direct airway respirator is satisfactory for the purpose. 


Epinephrine is ordinarily added to the local anesthetic solu- 
tion to decrease its absorption by the mucosa, It is probable 
that a number of pre-examination drug reactions are due to sensi- 
tivity to the epinephrine, rather than to the anesthetic agent, 


TABLE 1. The incidence of local anesthetic reactions noted in several peroral 
endoscopy clinics (drugs and technics of application unknown) 














Number 









Number 


of of a? 
or Fatalities 
ae local drug 

clinic , : 
anesthesias reactions 





Hancock* 


Renshaw and 
associates 0 
Walter Reed 
0 


Army Hosp ital 


In table 1 some experiences in endoscopy with anesthetic re- 
actions are presented, Because the amounts, types, and details 
of application of the drugs are not known, the figures cannot be 
compared nor the incidences accepted as prophetic, 


COMMON HAZARDS 


Certain simple hazards arise as a result of thé patient’s pre- 
examination sedation. These are the easiest to prevent because 
they always involve simple carelessness. They include falls 
from wheel chair or stretcher when the patient is en route to the 
examining room, and from the examining table, particularly when 


' the patient sits up immediately after the instrument has been 


withdrawn. Motor vehicle accidents may occur when an outpatient 
is released before complete recovery from preseexamination seda- 
tion, 

PERFORATIONS 


In table 2 are recorded the experiences of several gastroscop- 
ists with perforation, the most dreaded of complications, In this 
sample tabulation, covering more than 25,000 gastroscopies, 
the perforation rate was 0,108 percent and the fatality rate 0,032 
percent. Among the 27 perforations, 22 percent occurred through 
the pharyngeal wall, 41 percent through the esophagus, 33 per- 
cent through the stomach, and four percent through the jejunum 
(gastrojejunostomy). 
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Two important questionnaire studies regarding gastroscopic 
accidents have been published*’’ (table 3). Reports from 100 cir- 
cularized gastroscopists, covering 71,351 examinations, revealed 
an accident rate of 0.119 percent and a fatality rate of 0.046 per- 
cent, It is noted that the British survey shows much higher rates 
than the American—the latter revealed only one death during 
22,351 gastroscopies. This is explained by the fact that almost 
all of the perforations recorded in the British survey were made 
with the popular English Hermon Taylor gastroscope, 4n instru- 
ment which is very effective, but dangerous when compared with 
the classical Wolf-Schindler design. 


TABLE 3. Results of questionnaires regarding accidents due to passage of the 
flexible gastroscope 


ee 
Number Number 


Year of of Accidents Deaths 
responses examinations 





Author 










Schindler’ 








; 6 
Jones and associates 





Total 71,351 


Percentage 





0.046 









Perforation of the esophagus is the most fearful of peroral 
endoscopic accidents, and hypopharyngeal perforation is nearly 
as dangerous. Rupture of the stomach can be regarded as rela- 
tively innocuous, The results of trauma to various parts of the 
upper gastrointestinal tract cannot be discussed in detail, but 
certain aspects will be outlined, 


Instrumental perforations are dangerous because they permit 
establishment of extramural infection. The anatomy of the sur- 
rounding tissues determines the behavior, and consequently the 
seriousness, of such infection. Perforations of the posterior 
pharyngeal wall lead to infection which anatomically is sharply 
circumscribed by the cervical spine and the regional fascial 
planes, particularly the buccopharyngeal fascia, and results 
in a retropharyngeal abscess, Perforations through the pyriform 
fossae permit infection to spread down through the pretracheal 
space, The common posterior perforation of the distal hypo- 
pharynx, just above the cricopharyngeus muscle, opens the way 
to the retrovisceral space, permitting a rapidly descending in- 
fection. 

If the esophageai wall is ruptured, the resulting mediastinitis 


is ordinarily one of the most dangerous of infectious processes, 
If the esophageal wall and mediastinum have previously been 
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normal, there is nothing to prevent rapid spread of the inflamma 
tion through the relatively avascular loose mediastinal tissue, 
If, however, the perforation is made through a previously existing 
esophageal lesion, such as an esophageal ulcer, it may encounter 
a chronic periesophageal fibrous prgcess, which will tend to 
restrict free spread of the resulting infection. 


Sternothyroid m. Sternohyoid m. 
Omohyoid m. 


Pretracheal Facia 











int. Jugular v. i a ANS EN \ Visceral Space 
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Buccopharyngeal. : Soph tere Retrovisceral Space 
, Jj Prevertebral Facia 


Figure 1, Anatomy of the cervical fascia at the level of the seventh cervical 
verte bra, 


At the time of peroral endoscopic procedures, except in an 
emergency, the stomach is in the fasting state and nearly empty 
or the examiner may have emptied it, Its rupture during endoscopy 
is not nearly as serious in most instances as spontaneous rup- 
ture of gastric ulcer. Great amounts of air may enter the peri- 
toneal cavity, but this is not important, nor is the liquid spillage 
which occurs, 


ANATOMY OF THE CERVICAL FASCIAL PLANES 


A knowledge of the structure of the cervical fascial planes 
is necessary to understand the problems and purposes of emer- 
gency surgery following high perforation (fig. 1), The locations 
and paths of extension of the infection which follow perforation 
of the cervical esophagus are dependent on these planes, Embryo- 
logically, the fascia develops passively from primitive areolar 
tissue by condensation as a result of stresses placed upon it 
by the growth of regional organs. The result is fascial anatomy 
which is very complicated, 


The prevertebral fascia extends from the base of the skull to 


the level of the third thoracic vertebra, where it fuses with the ' 
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anterior longitudinal ligament of the spine. It covers the anterior 
aspect of the prevertebral muscle mass to form the posterior limit 
of the retrovisceral space. Laterally it joins the carotid sheaths 
and the fascias of the scalenus anterior muscles and of the supe- 
rior portion of the posterior cervical triangles, The prevertebral 
fascia forms the natural posterior limit to infections resulting 
from hypopharyngeal or high esophageal perforations, 


The pretracheal fascia extends inferiorly from the submaxillary 
fascia, covering the anterior aspects of the trachea and thyroid 
gland, Laterally, it is continuous with the carotid sheaths, Below 
the thyroid isthmus the sheath contains the inferior thyroid veins, 
Inferiorly, the fascia joins the posterior aspect of the pericardium, 
The pretracheal fascia is loosely attached to the trachea and 
thyroid gland, producing the important potential pretracheal space, 
This space extends inferiorly to the pericardium, and its upper 
limit is marked by its junction with its posterior counterpart above 
the thyroid gland. Perforation of the anterior esophageal wall 
first reaches the pretracheal space, and resulting infection may 
quickly follow the space down into the thorax. Infections which 
extend through the pyriform fossae also reach this space directly, 
according to the findings of Seybold and associates." 


The plane of the buccopharyngeal fascia lies between these 
two fascial layers. It stretches from carotid sheath to carotid 
sheath behind the esophagus, and thus forms the anterior limit 
of the retrovisceral space, It clothes the posterior aspect of the 
pharyngeal constrictors, and extends forward to cover the bucci- 
nator muscle. Superiorly it attaches to the base of the skull, and 
continues down into the superior mediastinum. 


The two carotid sheaths enfold the common and internal carotid 
arteries, the internal jugular vein, and vagus nerve, They extend 
from the base of the skull down to the base of the neck, The 
other cervical fascial sheaths make direct or indirect connections 
with this pair of sheaths, 


HYPOPHARYNGEAL PERFORATIONS 


Approximately one quarter of gastroscopic perforations and 
the majority of esophagoscopic perforations occur proximal to 
the cricopharyngeal muscle, Remarkably large objects easily 
pass through this region if the normal mechanism of deglutition 
has been brought into play. The cricopharyngeal muscle, how- 
ever, remains in a state of tonic contraction except momentarily 
at the conclusion of the buccopharyngeal phase of swallowing. 
Unless an instrument be insinuated directly into the potential 
lumen, it cannot pass without doing injury to the mucosa, An 
endoscope passed blindly, without conscious help from the pa- 


302929 O - 54-4 








tient, is likely to perforate on the side of the contracted muscle, 
The pyriform fossae form a special hazard, and these recesses 
may catch the tip of an endoscope and fail to release it as pres- 
sure is applied, 


The anatomic hazards are largely eliminated during deglutition 
when the local musculature contracts the hypopharynx and re- 
leases the cricopharyngeus, For this reason peroral endoscopy 
is more dangerous in the patient with general anesthesia, Simi- 
larly—and rather paradoxically—in the conscious person, blind 
instrumentation is safer than instrumentation under direct vision. 
This has led the esophagoscopist to adopt again the flexible 
obturator to assist in traversing the pharynx. The patient who 
is awake but whose throat is anesthetized has difficulty when 
requested to swallow because his neck is extended, fingers and 
instruments are in his throat, and the trigger points from which 
the deglutitory stimulus arises (Pommerenke’s areas) have been 
anesthetized, Nevertheless, the patient by conscious effort is 
able to go through the motions of swallowing, and this is suffi- 
cient, 


This explanation for endoscopic dangers in the hypopharynx 
has not been unanimously accepted. Goligher® believed that crico- 
pharyngeal muscle tone does not enter into the problem because 
in the reports of perforation there has seldom been mention of 
difficulty in passing the instrument. Rather, he postulated, one 
must consider the relative sparsity of muscle in the posterior 
wall of the distal hypopharynx. The lower borders of normal 
cervical vertebral bodies are prominent and rough. Pressure 
transmitted through the thin pharyngeal wall against these promi- 
nences must put a severe strain on tissue continuity. Schindler*® 
believed that the rubber finger which is fitted to the tip of most 
modern gastroscopes and esophagoscopic obturators is important 
in protecting the hypopharynx by transmitting the pressure of the 
instrument’s tip over a relatively large surface. Whatever the 
technic of endoscopy may be, local disease, particularly Zenker’s 
diverticulum, even though its presence may be known, contributes 
a distinct hazard. 


Injury may not be suspected for a considerable period after 
instrumentation; for example, more than 30 hours elapsed in one 
instance’ and four days in another.'* Bisgard and Kerr,’* on the 
other hand, observed the pharyngeal perforation through the esoph- 
agoscope in two cases, Goligher was warned by noting blood on 
the gastroscope after it had been withdrawn from a patient who 
had had a coughing spell during an otherwise easy introduction. 


Sore throat, deep neck pain, and fever are the usual early mani- 
festations of perforation, Subcutaneous emphysema may appear 
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within three hours, but its occurrence following perforations at 
this level is a bit difficult to understand, One can merely assume 
that the sudden increase in intrapharyngeal pressure during de- 
glutition forces the air, which accompanies swallowed saliva, 
out into the tissues, Emphysema characteristically spreads very 
rapidly. Paul and Antes*® described the development of puffiness 
of the face, eyes, neck, and upper chest within six hours follow- 
ing instrumentation. Separation of the posterior pharyngeal wall 
from the spine by rapidly progressing inflammatory reaction may 
produce obstructive phenomena, and dyspnea is not a rare com- 
plaint.** Acute inflammatory toxicity also quickly develops. A 
retropharyngeal abscess in one of the patients studied by Bisgard 
and Kerr ruptured spontaneously on the sixth day, leading to 
sudden death by aspiration. 


Because of the intrathoracic extension of the retrovisceral 
space, it is of paramount importance that the region be drained 
as soon as a hypopharyngeal perforation is recognized. Medical 
treatment is adequate only in a rare instance, and a few hours’ 
delay in surgical drainage is often a fatal mistake. In the patient 
examined by Knox,** delay was blamed for the persistence of a 
chronic fistula, The classical von Hacker superior mediastinotomy 
is ordinarily the surgical approach of choice, Occasionally at 
operation no perforation can be found,** but most surgeons®’*? 
have made a determined attempt to find and to close the defect, 
which ordinarily is a transverse split. One wonders whether such 
sutures can possibly hold more than a few hours, but the important 
part of the treatment is obviously not the closure but early and 


adequate drainage, 
ESOPHAGEAL PERFORATIONS 


Of 19 instrumental perforations of the esophagus reported by 
Seybold and associates, 17 occurred through the cervical esoph- 
agus and two through the distal portion, This distribution tend- 
ency has been observed following both direct-vision and blind 
instrumentation.* The vulnerability of the segment immediately 
distal to the cricopharyngeal muscle is not understood. Rarely 
can local disease be incriminated, but Asher and Cohen** be- 
lieved that carcinoma of the thyroid gland was responsible in 
their patient. White’ postulated that he had merely abraded the 
esophageal wall at the natural point of contact posteriorly, and 
that infection had then extended transmurally. He based his 
contention on the fact that the patient did not become ill until 
four days after gastroscopy. In the instance reported by Paul and 
Lage,** a fulminating mediastinitis quickly developed and death 
followed gastroscopy in only 24 hours, yet no perforation could 
be found at autopsy. 
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Touroff’s'’ experience in the cervical esophagus was unique 
and is worth quoting: “* * * after the instrument (gastroscope) 
had been passed downward apparently without difficulty, for a 
distance of about six inches beyond the upper incisor teeth (in 
a 40-year-old man), a small amount of blood was noted in the 
patient’s mouth. The instrument was withdrawn immediately, 
and it was noted that the flexible rubber bougie at the distal 
end of the apparatus was missing, Within a few moments the 
patient began to complain of pain over the right side of the neck; 
and palpation disclosed tenderness and crepitation in that area.” 
Swelling quickly followed, and roentgenograms showed ** * * ex- 
tensive collections of air in the cervical tissue planes and in the 
retropharyngeal and retroesophageal space. On the right side, 
opposite the lower cervical and first dorsal vertebrae, the missing 
bougie was seen with its tip pointing cephalad.” Immediate opera- 
tion permitted recovery of the foreign body. The laceration was 
in the right posterolateral wall, and its edges were everted, 
bruised, and ecchymotic. The patient recovered. 


In studying published reports, one is impressed by the fact 
that few of the authors became immediately cognizant of the 
injury incurred during the examination. Witherspoon’ stated, 
“the gastroscope was passed easily into the stomach * * *, 
The patient’s immediate condition following the gastroscopy 
was satisfactory.” White reported, “gastroscopy was performed, 
the patient being fully co-operative, and the instrument passing 
easily.” Paul and Lage: “The instrument (gastroscope) was 
passed with ease * * *,” Fletcher and Jones:’® “The Hermon 
Taylor gastroscope was introduced without any difficulty, and 
afterwards the patient sat up and commented on the complete 
absence of any discomfort.” The pre-examination use of intra- 
venous meperidine hydrochloride was believed by Cimoch #nd 
Wirts? to have been responsible for masking and preventing pain, 
unusual sensation, or shock in their patient with perforation of 
the distal esophagus. Such experiences are alarming and demon- 
strate the necessity for adequate postexamination observation, 
particularly of outpatients. 


A large proportion of reported accidents have occurred in wom- 
en past 50 years of age. Besides esophageal disease and age, 
the common predisposing factor is spinal deformity. Rather ex- 
tensive studies have shown that in some patients with kypho- 
sis and scoliosis the mediastinal structures follow the deformity, 
but in others a short cut is taken across bowed regions. In one 
of Fletcher and Jones’ patients with scurvy and kyphosis, the 
Hermon Taylor gastroscope was manipulated through a difficult 
passage by control of the directable tip. Strong and associates” 
proceeded cautiously in a patient with kyphosis, and discon- 
tinued the procedure when resistance was felt in the midesoph- 
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agus; nevertheless, severe shock and emphysema developed 
in two hours, and later, empyema. 


Dysphagia, fever, emphysema, cervical swelling, forward dis- 
placement of the trachea by retrovisceral gas and edema, dysp- 
nea, cyanosis, tachycardia, and collapse are the common mani- 
festations of spreading mediastinitis. If by chance the perfora- 
tion is directly through the parietal pleura, the situation is more 
favorable (fig. 2). The mediastinum then may drain spontane- 
ously into the pleural cavity. The result is a hydropneumothorax, 
usually on the right side, which is replaced later by pyothorax. 










Innominate a. 


L. Innominate v. 


L. Com. Caretid a__ =~ 


Subclavian a. 
Esophagus 


Thoracic Duct 


Figure 2, Relation of esophagus to pleura at the level of the third thoracic 
verte bra, 


Treatment for esophageal perforation with mediastinitis is im- 
mediate thoracotomy and mediastinal drainage. The von Hacker 
superior mediastinotomy approach can be relied on to take care 
of infections no lower than the level of the fourth thoracic ver- 
tebra. Mediastinal packing is probably contraindicated as inef- 
fective in encouraging localization. An occasional patient has 
recovered on conservative medical treatment,'*’?° but most have 
died within 11 days of endoscopy when treated only by medical 
means.”’?° When there has been free perforation into one of the 
pleural cavities, and auscultation and radiologic study fail to 
show mediastinal emphysema or mediastinal widening, the sur- 
geon may for the moment choose only to drain the chest with an 
indwelling catheter attached to a water-sealed bottle. If this is 
the decision, however, it is most important that radiologic ex- 
amination be repeated at hourly intervals for several hours so 
that the need for thoracotomy and mediastinal drainage may be 
recognized without delay. 
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The process of removing tissue from the esophageal wall for 
biopsy is simple, quick, and reasonably safe. Puncture with the 
biopsy forceps, however, may occur because the tissue taken is 
in a diseased region. The accident may not be evident to the 
endoscopist at the time. 


PERFORATION OF THE STOMACH WITH THE GASTROSCOPE 


When the gastroscope is lowered into the stomach, it comes 
into contact first with the posterior wall, close to the lesser 
curvature, just below the cardia. A perforation at this point would 
enter the lesser peritoneal sac. The possibility of causing dam- 
age here, however, is remote unless the stomach wall is diseased, 
Although the mucosal folds in the region tend to run across the 
path of the advancing instrument, the surface mucus, configura- 
tion of the tip of the instrument, flexibility of both stomach and 
gastroscope, and oblique angle of contact permit introduction with 
little friction. It may be, as Schindler*® and Schindler and Ren- 
shaw** have reiterated, that the rubber finger at the tip of the 
gastroscope protects the stomach wall by providing a flexible 
sliding surface with distribution of transmitted pressure. The 
older type of sponge tip was dangerous™ but, as far as gastric 
injury is concerned, many gastroscopists believe that the ball 
and bullet tips are as safe as the rubber finger. Rubber fingers 
have been made out of various grades of natural and artificial 
rubber, and some of the latter are almost rigid. 


One of the strangest of gastroscopic phenomena is the pas- 
sage of air through the gastric wall without a demonstrable wound. 
Several cases have been reported, and, because presumably minor 
degrees of pneumoperitoneum may occur from time to time with- 
out clinical symptoms, it is conceivable that this may be a rela- 
tively common sequel to gastroscopy. Myhre and Wilson** made a 
study of this possibility by taking upright roentgenograms of the 
abdomen of 119 patients 24 hours after routine and apparently 
uneventful gastroscopy. They found no typical instance of pneu- 
moperitoneum, but in two patients encountered evidence of inter- 
stitial emphysema of the gastric wall—complications which 
would have remained undetected without the routine roentgeno- 
grams. 


The problem of gastric perforation can best be visualized 
by these recorded experiences: 


Schindler:** In a 40-year-old man, the gastroscope with rubber finger 
passed easily. “Air was inflated after deep introduction” and dark 
red mucosa unfolded briefly; then the stomach collapsed and could 
not be inflated. For a fleeting moment a grayewhite surface was seen. 
The diagnosis of a perforation was made at gastroscopy. Laparotomy 
three hours later disclosed no perforation. “It must be assumed that 
the pressure of the instrument * * * had caused a slit-like rupture of 
the stomach which closed immediately." The patient recovered. 
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Berk:** Gastroscopy was “accomplished without difficulty." The 
mucosal details were seen after inflation, but the stomach, however, 
could not be kept inflated, and collapsed repeatedly immediately after 
inflation. The patient felt no pain, but complained of fullness and 
tightness. Vital signs and white blood count were normal. Twelve 
hours after the examination, the patient complained of sudden, ex- 
cruciating abdominal pain and chills. Laparotomy was performed 14 
hours after gastroscopy, but except for free air, no abnormalities were 
found. Recovery was uneventful. 


Chamberlin:75 In a 42-year-old man with a large ulcer on the lesser 
curvature, the gastroscope was passed with ease, but the stomach was 
difficult to inflate. When the instrument was removed, the patient 
belched, but did not complain of pain. The instrument was passed 
again, but the stomach could not be inflated. The abdomen was dis- 
tended but the patient was unable to belch. He was dizzy but had no 
other complaints. Scrotal emphysema appeared later that day, and an 
examination of the blood disclosed a leukocyte count of 20,000. 
Laparotomy performed about 12 hours after examination revealed air 
but no free fluid, and emphysematous blebs were found along gastric 
lesser curvature and in retroperitoneal tissue over the aorta. The ulcer 
was removed by wedge resection. Carotid-sheath and suprapubic 
emphysema were still present the following morning. Pneumoperitoneum 
was explained by diffusion of air through the thin ulcer base, and the 
neck and scrotal emphysema by passage of air along lymphatic and 
blood vessels of the stomach wall. 


Schiff and associates:** 77-year-old man. “The instrument was read- 
ily passed. * * * The stomach was inflated with air in the usual man- 
ner. * * * Visibility was excellent throughout the entire examination. 
The peritoneum was not seen, nor was there any sudden deflation of 
the stomach * * *” The patient remained well. On the fourth day 
pneumoperitoneum was noted at fluoroscopy. 


Bergh and associates:?” “The case from our clinic showed pneumo- 
peritoneum on x-ray examination but failed to develop any signs of 
peritonitis and recovered completely without operation.” 


Gilbert and associates:** When the gastroscope was passed in a 
71-year-old man, a fleeting glance was obtained and then the stomach 
collapsed. It was not possible to inflate it again, and light did not 
shine through the abdominal wall. The patient, though without actual 
pain, feit distended, and was unable to belch. At exploration, air was 
found, but no blood or soilage was present. Emphysematous blebs were 
present in the gastrohepatic ligament. No perforation could be found. 
The stomach was filled with water, but none could be squeezed through 
its wall. 

Wilson and Haas:** In a 69-year-old man, the gastroscope passed 


easily but the stomach was never visualized, and could not be in- 
flated. The patient had no complaints, and ate lunch two hours later. 
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He complained of abdominal fullness that evening, but no change in 
vital signs or white blood count occurred. Forty-eight hours after gas- 
troscopy a massive pneumoperitoneum was found by radiologic examina- 
tion. The air was absorbed spontaneously in 10 days. 


Lichstein and Wharton:*® When gastroscopy was performed on a 65- 
year-old man, minimal resistance was encountered just beyond the 
cardia. Upon inflation, “a dark slit-like opening, resembling a stoma, 
became clearly visible. Beyond this opening nothing was seen. With 
each unsuccessful attempt at inflation the two lips of the opening 
widened, exposing a-+dark void beyond, following which the opening 
became slit-like again." The perforation seemed to be on the lesser 
curvature of the pars media. The patient had no distress. “Percussion 
note over the liver area was tympanitic." A laparotomy three hours 
later revealed that, except for free air, no abnormality could be found. 
The patient recovered. 


Schiff and Shapiro:** A 47-year-old man had been gastroscoped twice 
previously without incident. The gastroscope was easily passed, but 
the stomach was seen only for a moment. On withdrawal, a drop of blood 
was found on the tip of the gastroscope. The patient returned that 
evening complaining of abdominal spasms, and examination showed a 
boardelike rigidity of the abdomen. Laparotomy was done 13)4 hours 
after gastroscopy, and a perforation 1.5 cm. in diameter was found in 
the posterior wall 7 cm. below the cardia. There were many gastric 
adhesions, and the authors presumed they had restricted the organ’s 
mobility, encouraging perforation. The patient recovered. 


The danger contributed by a gastric lesion in line with the esophag- 
eal axis is illustrated by two experiences reported by Asher and Cohen, 
A 43-year-old man experienced abdominal pain during gastroscopy. The 
stomach was seen to collapse, but the serosa was visualized momen- 
tarily Treatment was medical, and the patient was well in four days. 
A carcinoma of the posterior wall was later proved. In the case of a 
58-year-old man, the gastroscope met resistance at the cardia, and 
visualization was poor. There was immediate abdominal pain. A pneumo- 
peritoneum was found by radiologic examination. Three hours later at 
laparotomy, because the patient had a gastric carcinoma, total gas- 
trectomy was done. The specimen showed a l-cm. perforation 2 cm. be- 
low the cardio-esophageal junction, through carcinomatous tissue. 


ANATOMY OF FREE AIR IN THE ABDOMEN 


Paine and Rigler** found experimentally that as little as 5 cc. 
of air in the right subphrenic space can at times be demonstrated 
roentgenologically. If the gastroscope should perforate the pos- 
terior wall of the stomach and air be insufflated, that air will be 
largely trapped in the lesser peritoneal sac, and, unless rather 
high penetration technics be used in radiographic examination, it 
may remain undetected. If the foramen of Winslow is patent, how- 
ever, there is rapid escape of the air into the greater peritoneal 
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sac, where it is easily found by both physical and roentgeno- 
graphic examination. In figure 3 the right lateral limit of the 
lesser sac is seen as it is outlined by air. The familiar anatomic 
extent of the distended greater sac is shown in figure 4. 





Right limit of -~ 


Lesser Sac 


Figure 3. Distribution of free abdominal air, upright position, showing right 
lateral limit of the lesser sac. 


Small quantities of air may be absorbed by the peritoneum 
within 24 hours. As judged by roentgenologic examination, at 
least 14 days are required for absorption of quantities in ex- 
cess of 1,200 cc. 














990 U. S. ARMED FORCES MEDICAL )OURNAL (Vol. V, No. 7 


AIR 


LESSER SAC 
STOMACH 
PANCREAS 
GREATER THIRD PART 
SAC OF DUODENUM 
— TRANSVERSE 
COLON 


Figure 4 Distribution of free abdominal air, showing relationship of greater 
and lesser sacs and their communication through the foramen of Winslow. 


TREATMENT OF GASTRIC PERFORATION 


It is now believed that, in nearly all cases of gastroscopic 
perforation of the stomach, the proper treatment is conservative, 
consisting of constant gastric aspiration for five days, antibi- 
otic therapy, and adequate sedation and analgesia. The stomach 
is empty, and significant peritonitis is not expected. The mas- 
Sive pneumoperitoneum, which usually has been induced before 
perforation becomes apparent, should be released, and this is 
accomplished by needle puncture of the abdominal wall.**’ ** 


As a generalization, I believe that gastroscopic perforation of 
the stomach is a remarkably benign accident and that emergency 
laparotomy is more often harmful than helpful. The inability of 
the surgeon to find the perforation, even with the help of vigorous 
gastric inflation and dye instillation, has often occurred. Many 
such patients have been explored, but nearly all have had to be 
closed without anything useful accomplished. 


PERFORATION OF JEJUNUM 


Even in the immediate gastric postoperative period, gastros- 
copy is a relatively safe procedure. The operator need not worry 
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} about the suture lines after the first week has passed. There 
has been only one recorded gastroscopic accident in the post- 
operative stomach. Rumball** examined a 68-year-old woman who 
had had a modified Polya resection for gastric carcinoma nine 
months previously. Three months earlier gastroscopy had been 
uneventful. Now the gastroscope was “* * * introduced with 
ease. * * *no pain or discomfort was experienced. * * *the gas- 
troscope was believed to have slipped into the jejunum.” The 
instrument was withdrawn a few inches. No abnormalities were 
found in the stomach. Immediately after the examination, the pa- 
tient complained of distention and faintness. She went home but 
returned that evening because of abdominal pain. Radiologic 
examination showed free air in the abdomen. A laparotomy was 
performed, and an 18mm. perforation was found on the posterior 
aspect of the jejunum two inches below the stoma. Peritonitis 


did not develop. 
, HEMORRHAGE FOLLOWING GASTROSCOPY 


Hemorrhage is an extremely rare complication of gastroscopy. 
Howard** reported an instance in a 40-year-old man: “One morning 
the ‘scope was easily introduced into the cardiac end of the 
stomach, but dark redness without mucosal detail was all that 
could be seen, even though air was put into the stomach. The 
instrument was withdrawn and it was not bloody. Immediately it 
was passed again and there was no difficulty in getting the 
‘scope down.” The examination was satisfactory, and no blood 
was found. That evening the patient felt faint, and suddenly 
vomited blood. Howard concluded, “I can only guess its cause, 
but I believe that failure to lubricate the rubber-covered portion 


ter 


—_——- 


ic of the ‘scope traumatized the esophagus, after secretions had 
>» been inhibited with atropine.” 

l- 

h A similar situation has been encountered at this hospital. 
ie Gastroscopy was performed on a 36-year-old man because of 
e chronic dyspepsia. There had been no previous recognized bleed- 
S ing from the gastrointestinal tract, and no blood was found in the 


stomach. Eleven hours after gastroscopy, the patient became 
nauseated and shortly vomited a large amount of old and new 


f blood. He was hospitalized, and although there was no further 
y evidence of active bleeding, 1,500 cc. of whole blood by trans- 
f fusion was required. 

LEGAL RISK 


The legal risk to diagnostic gastroscopy and esophagoscopy is 
negligible, and there are few legal features which are unique to 
these procedures. The contraindications have been rather well 
standardized, but it must be emphasized that they are only rela- 
tive and must be balanced against the indications. The presence 
' | of a large aortic aneurysm ordinarily would be a contraindication 
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for endoscopy, unless there be a foreign body in the esophagus. 
Roentgenographic studies of the esophagus are a matter of cus- 
tomary legal necessity prior to peroral endoscopy, except under 
conditions requiring quick action such as massive upper gastro- 
intestinal hemorrhage of unknown origin. The precedent for direct 
visual insinuation of the esophagoscope, if there is no prior in- 
formation about the organ, has been well established. Blind 
esophagoscopy under these conditions might be regarded with 
legal disfavor. Preparations for the treatment of anesthetic re- 
actions must, of course, be available at all times in the endos- 
copy room. 


SUMMARY 


Peroral endoscopic procedures are carried out with a cal- 
culated risk. The risk, however, can seldom be considered as 
great as that which may accrue if endoscopy is omitted when the 
indications for it are clear. 


There are some important dangers which are not the direct 
consequence of instrumentation itself. Toxic reaction to local 
anesthetics, although rare, is an emergency which demands prompt 
and intelligent treatment directed at mixed central overstimulation 
and depression. The patient’s history may forewarn of the pos- 
sibility of inducing cardiac arrhythmia by peroral manipulations. 
Following preparation for endoscopy, the patient requires protec- 
tion from simple accidental trauma. 


Perforation of the pharynx or esophagus is a grave catastrophe, 
requiring immediate surgical intervention. Gastroscopic rupture 
of the stomach, on the other hand, is not necessarily an indica- 
tion for laparotomy. The behavior of postperforation infection is 
determined largely by the regional fascial or peritoneal anatomy, 
as the case may be. 
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ARMY MEDICAL SERVICE ANNOUNCES SERIES OF SHORT 
POSTGRADUATE COURSES OPEN TO ALL PHYSICIANS 


Beginning on 23 August 1954, a series of short postgraduate courses 
in selected clinical specialities will be conducted by the Army Medical 
Service in Washington, D. C., San Antonio, Denver, and San Francisco. 
Enrollment is open to medical officers of the Army, Navy, and Air 
Force either on active or inactive duty, and to physicians in other 
Federal services or in private practice. 


The courses will be offered on two qualification levels. Level I in- 
cludes board-certified or board-qualified officers, chiefs or assistant 
chiefs of hospital services or medical officers well advanced in the 
study of their specialty. Included in level II are officers partially quali- 
fied in a specialty and ward dispensary officers responsible for medical 
treatment in a specialty. The following courses will be conducted: 


Walter Reed Army Medical Center, Washington, D. C.: The James C. Kimbrough Uro- 
logical Seminar, 16-18 Sept., level I; Recent Advances in Cardiovascular Diseases 
with Emphasis on Their Military Significance, 20-25 Sept., levels I and 0; Recent 
Advances in Ophthalmology, 2-4 Feb. 1955, levels I and II; and Clinical Gastroenter 
ology and Metabology with Particular Reference to Medical Military Problems, 9-14 May 
1955, levels I and II. 


Armed Forces Institute of Pathology, Washington, D. CG: Pathology of Diseases of 
Laboratory Animals, 18-22 Oct., levels I and II; Forensic Pathology, 1-5 Nov., levels I 
and II; Ophthalmic Pathology, 7-11 Feb. 1955, levels I and II; Pathology of the Oral 
Regions, 14-18 March 1955, levels I and Il; and Application of Histochemistry to Path- 
ology, 2-4 May 1955, levels I and IL 


Fitzsimons Army Hospital, Denver, Colo,: Psychotherapeutic Medicine, 23-28 Aug., 
level II; and Symposium on Pulmonary Diseases, 13-17 Sept., levels I and IL 


Letterman Army Hospital, San Francisco, Calif,: Recent Advances in Internal Medi- 
cine, 11-16 Oct., level II. 


Brooke Army Hospital, San Antonio, Tex.: Obstetrics and Gynecology, 23-26 March 
1955, Levels I and II. 


Army Medical officers on active duty and civil service physicians 
should submit applications to The Surgeon General, Department of the 
Army, and Reserve officers to the Army area commander where assigned. 
National Guard medical officers should make application through the 
National Guard Bureau, Washington 25, D. C., and medical officers 
from other services through normal command channels. Physicians 
from other Federal agencies and civilian physicians should apply 
directly to the commander of the installation offering the course. 
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COMPARISON OF THYROID FUNCTION 
| TESTS 


| BENEDICT J. DUFFY, Jr., Lieutenant (MC) USNR 

| THOMAS E. WHEELER, Lieutenant, junior grade (MSC) USN 
PAUL J. NOVAK, Chief Hospital Corpsman, USN 

HARRY N. EDWARDS, Hospital Corpsman, first class, USN 


HE measurement of the concentration of radioiodine (I***) in 

the thyroid gland and the chemical determination of the 

protein-bound iodine (PBI) of the blood serum are labora- 
tory tests that have gained increasing use in the diagnosis of 
thyroid disease. The purpose of this report is to compare I'* and 
PBI determinations in a group of patients referred for evaluation 
lof their thyroid function, and to contrast these tests with the 
igre of the basal metabolic rate. 


I'** AND PBI IN EUTHYROID AND HYPERTHYROID PATIENTS 


I’**, Concentration in the thyroid gland was measured one hour 
and 24 hours after the oral administration of 10 microcuries of I***. 
The patient was in the fasting state to facilitate the one-hour 
screening determination of I***, A careful history of any previous 
lintake of desiccated thyroid, iodine-containing medication, or 
panne oils used in roentgenographic diagnoSis was obtained to 
‘rule out these sources of error. 


PBI. Six centimeters of blood was drawn into an iodine-free 
tube and the PBI was determined by the method of Brown and 
associates,’ with minor modifications. This method enables our 
technician to make up to 12 determinations daily in duplicate. 
The same iodine compounds which interfere with the I'** tests 
adversely affect the determination of PBI. 


The I*** and PBI test results in 50 euthyroid and in 25 hyper- 
thyroid patients are shown in figures 1 and 2, In the normal pa- 
tients more than 97 percent of the results were between the limits 
of five percent and 45 percent I'** concentration, and 100 percent 
were between 3.5 and 8.0 PBI gamma per 100 cc. of serum. In the 
hyperthyroid patients, I'** concentration was between 50 percent 
and 85 percent in over 94 percent of the cases, while in all cases 
the PBI per 100 cc. of serum was between 8.0 and 16 or more. 
Despite the expected overlap between the higher normal and lower 
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Figure 1, Concentration of [3 in euthyroid and hyperthyroid patients. 


hyperthyroid readings, there was clear-cut separation between the 
euthyroid and hyperthyroid groups with both tests. 


COMPARISON OF ONE-HOUR AND 24-HOUR UPTAKE OF T'*# 


One of the limitations of the 24-hour test of thyroid concentra- 
tion of I*** is the requirement that the patient return to the labora- 
tory for a neck count on the day following the administration of 
the tracer. We have therefore tested the value of the one-hour 
fasting uptake of I'**, described by Crispell and associates,’ as a 
simplified technic for the diagnosis of hyperthyroidism, We agree 
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Figure 2, PBI determinations in euthyroid and hyperthyroid patients. 
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with them that this test is not useful in the diagnosis of hypo- 
thyroidism. 


Figure 3 is a comparison of the one-hour and 24-hour uptake in 
a group of euthyroid and hyperthyroid patients. The thyroid status 
of these persons was further confirmed by use of the PBI test. 
In our results the one-hour fasting uptake compares favorably 
with the 24-hour uptake. 


BASAL METABOLIC DETERMINATIONS IN EUTHYROID PATIENTS 


One of the most frequently used, and abused, tests in clini- 
cal medicine is the determination of the basal metabolic rate 
(B. M. R.). While the reliability of the test has been repeatedly 
questioned it is still widely applied as an index of thyroid function. 
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Figure 3. Comparison of one-hour and 24-hour thyroidal uptakes of ['31 in 
diagnosis of thyroid function. 


Figure 4 illustrates the determinations in over 50 euthyroid 
patients referred to us. The B. M. R, tests were performed in hos- 
pitals according to a standard procedure. Where the tracing was 
demonstrably faulty it was discarded and the test repeated. These 
results appear to confirm the repeated observations of others*’‘ 
that a single B. M. R. determination has limited value in the 
diagnosis of thyroid function. Kyle,* in a comprehensive review 
on this subject, cites Silver and associates® to the effect that as 
a test the B. M. R. is not only “a poor adjunct to clinical judg- 
ment, but one which is affected by many factors other than thyroid 
hormone.” 


With full realization that it will take time to displace this vener- 
able technic, we believe that the hospital facilities, technical 
help, and expense involved in doing B. M. R. determinations 
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Figure 4, Comparison of B, M. R. and I'31 uptakes in euthyroid patients. 


would be better expended in the more objective and reliable tests 
of thyroid function; namely, the I'** and PBI tests. 


SUMMARY AND CONCLUSIONS 


The 24-hour I'** thyroidal uptake and the PBI determination of 
the serum are practical, reliable, and comparable clinical tests 
of thyroid function in euthyroid and hyperthyroid patients. 


The one-hour I'** uptake test in the fasting state is a valuable 
screening test for hyperthyroidism. 
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The B. M. R. test is of limited value in the diagnosis of thy- 


roid function. 
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TELLING THE PATIENT 


On the part of the physician, there is an unbelievable misconception 
of the medical sophistication of the average citizen. Led astray by the 
many medical articles in the lay press, the physician often feels un- 
comfortably that the patient is a short step behind him in medical 
knowledge and is literally panting down his neck. Because physicians 
need to be secure and because it is necessary to impress the patient 
with their ability, they discuss the medical aspects of the patient’s 
problem in terms completely unintelligible to the patient. Probably 
psychiatry has led the field in contributing supposedly scientific ter- 
minology to the vernacular of the populace. A tremendous amount of 
scientific knowledge is necessary to understand even the simple medi- 
cal problems. Yet physicians often blithely assume that they are talking 
to a contemporary specialist in the field and, therefore, explain com- 
plicated medical and surgical problems to patients in such a way that 
they are entirely incomprehensible. In internal medicine they discuss 
with patients the developments in steroid chemistry which may be ex- 
pected next month, while in surgery they discuss renovations and re- 
arrangements of the upper part of the abdomen which could reasonably 
be expected to baffle an anatomist. But the patient, so glad for the 
personal attention and the camaraderie expressed by such an interview, 
expressed by such an interview, nods his head sagely, forms a hundred 
misconceptions, and finally comes to the conclusion that whatever is 
wrong with him is certainly awful and is only equalled in complexity 
by the cure that is being proposed. 

DAVID A. BOYD, M. D. 
in Wisconsin Medical Journal, 
p. 171, Feb. 1954 








SIMPLIFIED PULMONARY FUNCTION 
STUDIES 


Use of a Waterless Basal Metabolic Apparatus and Respirometer 


JAMES C. SYNER, Captain, MC, USA 
CHARLES S. CHRISTIANSON, Lieutenant Colonei, MC, USA 


ULMONARY function studies in clinical medicine have be- 

come increasingly important in the past decade because of 

their contributions to our knowledge of chronic pulmonary 
disease with functional insufficiency. Physical examination and 
roentgenography are limited in profiling pulmonary disability, and 
specific function studies are necessary to evaluate the disease 
process adequately, Wright and Filley’s' observations provide 
an excellent document on this fundamental fact. 


In military medicine special considerations are encountered in 
evaluating the patient with chest disease whether it involves the 
musculoskeletal system, lungs, diaphragm, heart, pulmonary cir- 
culation, or combinations of these systems, Duty responsibilities 
may require sudden changes in environment which produce epi- 
demiologic hazards. There may be sudden changes in the type of 
activity between the extremes of full field exertion to a sedentary 
type of office assignment, Determination of the pulmonary function 
prior to retirement is mandatory in many patients who are referred 
to a physical evaluation board. The use of such tests as evidence 
in board proceedings has been almost entirely neglected. It has 
been our experience that physical examination and roentgen- 
ography are limited and often unreliable in estimating lung func- 
tion status for disability rating. 


There are many methods of measuring pulmonary function. 
Various technics, recommended equipment, and interpretations 
have been explained in detail in standard texts and recent pub- 
lications.?“** The procedures of ventilatory studies are found 
only by reading countless references published over a number 
of years, and a comprehensive review of this material which will 
spare the reader much time in organizing his program of venti- 
latory study is indicated, We are engaged in a study to provide 
a functional classification of pulmonary insufficiency for dis- 
ability rating based on physiologic study. This present article 


From Walter Reed Army Hospital, Washington, D. C. 
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describes a method for using the conventional type of respirometer 
and a waterless basal metabolic machine in external spirometry. 
The benefits of past experience are also reviewed, and modifica- 
tions and values developed from our research are presented, 


VALUE OF EXISTING METHODS 


Current writings on pulmonary function have emphasized studies 
designed to measure ventilation-perfusion relationships. The 
principles and mechanics of these studies are complicated and 
the necessary facilities are usually not available to the majority 
of practicing physicians. To carry out such studies, special lab- 
oratory facilities, expensive apparatus, and technicians with 
specific training are required, but the difficulty of meeting these 
requirements sometimes produces a defeatist attitude toward 
pulmonary function studies. Most physicians believe that pul- 
monary function cannot be adequately evaluated without oxygen 
and carbon dioxide diffusion-distribution- studies and pulmonary 
blood flow data. Confusion has arisen between the objectives of 
clinical evaluation and physiologic investigation; between tech- 
nics for the collection of physiologic data and procedures for 
clinical evaluation of pulmonary function. 


The elaborate and excellent work performed in many physiologic 
laboratories is the stimulus for future clinical application. Short- 
comings of simplified clinical studies are demonstrated, and 
additional functional changes are documented and more specifi- 
cally localized as to the site of involvement and mechanisms. 
These studies supplement our total of information, and do not 
render available clinical technics obsolete. The wealth of in- 
formation derived from ventilatory studies and spirometry should 
neither be neglected nor fall into disuse. 


Since the time Hutchinson first described the vital capacity,” 
specific simplified technics have been developed. The majority 
are easy to use, are executed in a short time, necessitate a min- 
imum of inexpensive equipment, offer a high degree of accuracy, 
and include most of the functional aspects of pulmonary venti- 
lation. Properly used and carefully evaluated along with the basic 
clinical survey of a complete history, physical examination, and 
roentgenographic study, they will provide data on most of the 
problems encountered. 


TYPES OF PULMONARY FUNCTION 


Physiologically and anatomically pulmonary function can be di- 
vided into two broad categories: ventilation and respiratory gas 
exchange. The function of ventilation, or the volume displacement 
of gases between the atmosphere and the lung interior, includes: 
(1) the muscles of respiration; (2) the supportive structures rep- 
resented by the bony and cartilaginous rib cage, the shoulder 
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girdle, the abdominal muscles, the vertebral column, the medi- 
astinum, and the pleura; (3) the lung parenchyma; (4) the tracheo- 
bronchial tree; and (5) the entire nervous apparatus affecting the 
ventilatory process. 


Principal ventilatory, defects are obstruction and restriction, 
Obstruction is characterized by air-flow resistance within the 
respiratory tree, tissue-flow resistance involving the chest wall 
and lungs, and the resistance of tissues to changes in configur- 
ation. It is manifested clinically by dyspnea with expiratory 
wheezes and ronchi. Restriction is characterized by reduction 
in the total pulmonary volume, and is manifested by dyspnea 
without expiratory wheezes and ronchi. 






Inspiratory. 
Capacity 







Resting Tidal 





E Expiratory. 

S Capacity 

> 

‘3 Functional Residual 
e Residual Capacity Volume 


Figure 1, Subdivisions of lung volume. 


Respiratory gas exchange, the second category of pulmonary 
function, is the process of oxygen and carbon dioxide exchange 
between the blood in the pulmonary capillary and the atmosphere. 
Its function is the effective distribution of inhaled gases to the 
functioning alveoli, their effective diffusion across the alveolo- 
capillary membrane, and the maintenance of adequate volume and 
flow rate of pulmonary blood. 


THE LUNG VOLUME AND ITS SUBDIVISIONS 


In the past, lung volume measurements were made with diffi- 
culty because of conflicting concepts rege~ding subdivision of 
the total lung volume. The concepts and nomenclature proposed 
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by Christie** are now generally used.* Subdivisions of the lung 
volume and corresponding definitions were established as fol- 
lows (fig. 1): 

Resting respiratory level or midpulmonary position. The point 
of reference from which all measurements are taken, and the pul- 
monary position to which the thorax returns at the completion of 
a quiet basal respiration. 


Tidal air. The average volume of air moved in and out of the 
chest during ordinary respiration at any level of activity. 


Inspiratory capacity (formerly “complemental” air), The max- 
imum volume of air inhaled from the end of an ordinary expiration. 


Ezpiratory reserve (formerly “reserve” or “supplemental” air), 
The maximum volume of air exhaled from the midpulmonary po- 
sition. 

Vital capacity. The volume of the inspiratory capacity plus the 
expiratory reserve, or the total amount of air exhaled after a max- 
imal inspiration. 

Residual air. The volume, of air which remains in. the lungs 
after maximum expiration, made possible by the negative intra- 
thoracic pressure which prevents collapse of air cells. 


Functional residual air. The amount of air remaining in the 
lungs at the end of a normal expiration; the sum of the expir- 


atory capacity plus the residual air. 
PRELIMINARY PROCEDURES 


Calibration of the spirometer. Commercially purchased respi- 
rometers are usually calibrated; ordinarily, however, the bell or 
bellows type for metabolic determinations is not calibrated, A 
schematic diagram of equipment arrangement for volumetric de- 
termination of bellows expansion, or bell rise, along the vertical 
is shown in figure 2. A known volume of water, under known tem- 
perature and pressure, displaces an equal volume of air from the 
water bottle into the bellows. This simple procedure provides a 
means of establishing the exact volume of gas represented by 
each centimeter displacement of the recording stylet along the 
vertical. From the results, the value of the constant “K” in the 
formula, liters gas = Kx (millimeters rise of the bell), is obtained. 


If the cross section of the bellows is uniform at all levels there 
will be a direct linear relationship between the changes in the 
volume of gas in the spirometer to motions of the bell or bellows 
along the vertical. If the cross section of the bell is not uniform 
at all levels, the result will be a variation of “K,* and a correc- 
tion curve must be plotted indicating gas volumes corresponding 
to different scale readings. A linear relationship between the 
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volume of gas in the spirometer to the motion of the bell is ap- on 
parent when a counterpoise to balance the weight of the bell ex- th: 
actly at all positions is included, At regular intervals the tension | 4n 


of the wire coil should be checked to make certain perfect coun- 


terpoise is provided. 
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Figure 2, Equipment for spirometer calibration. 
































Preparation of the patient. A major source of error is the fail- + 
ure to obtain full co-operation and honest effort from the patient. 
Before introducing the patient into the system the procedure 


should be explained in detail, and the patient allowed to ask sk 
questions. Emphasis should be placed on the fact that this is a th 
challenge to personal performance. Accurate results can be ob- pe 
tained only when the patient understands his role, is stimulated ar 
to co-operate, and accepts the challenge to sustain the maximum at 
effort to effect the greatest possible gas exchange. The patient a 
is then attached to the system by way of the mouthpiece, a nose dt 
clip is secured in place, and he is connected with the spirometer re 
at the end of a normal expiration. 
DETERMINATION OF LUNG VOLUME CAPACITIES by 
If 


Tidal air. The patient is permitted resting respirations for 
approximately four minutes (A to B, fig. 3). If the pattern of the 
tracing is extremely irregular in rate and depth of excursions, the 
patient should be given sufficient time to adjust to the situation at 
until uniformity of the excursions is obtained. If the pattern dem- 
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onstrates a progressive increase in rate and depth of excursions, 
this indicates that carbon dioxide is accumulating in the system 
and causing increased respiratory stimulation. The soda lime 
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Figure 3. The respiratory tracing. 


should then be replaced, and its efficiency checked by analyzing 
the spirometer air for carbon dioxide. If the rise is above 0.2 
percent the soda lime should be changed. Most commercial prep- 
arations contain color changing indicators. To obtain represent- 
ative tidal exchange, multiple excursions must be measured and 
a mean determined, Tidal excursions are exceedingly variable 
during, spirometer rebreathing and only the average of multiple 
readings is representative of true tidal exchange. 


Respiratory rate. This is obtained from the respiratory tracing 
by averaging the excursions per unit of time along the horizontal. 
If calibrated graph paper is not available, the necessary time 
calibrations can be made with a stop watch and plain paper. 


Resting breathing requirement (minute volume for any level of 
activity), This is obtained by multiplying the tidal exchange by 
the minute respiratory rate. The measurement may be made with 
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the subject at rest or during various grades of exercise. A 20- 
minute rest period is required in obtaining the minute volume of 
the resting patient. Comroe reports that the minute volume of 
respiration is usually stabilized within that time. This value 
can be obtained either in the closed spirometer system or in the 
“open” Douglas bag system. It serves to express the economy of 
ventilation at graded levels of physical activity, and is important 
in the relationship between tidal volume and respiratory rate, 
A breathing requirement of 6 liters per minute due to a respir- 
atory rate of 30 per minute with a tidal air of 200 cc., and 1 
of 6 liters per minute due to a respiratory rate of 10 per minute 
with a tidal air of 600 cc. represent entirely different circum- 
stances in the patient’s respiratory economy and effective al- 
veolar ventilation. Assuming a physiologic dead space of 150 cc. 
in each patient, the effective alveolar ventilation in the former 
is 50 cc. whereas in the latter it is 450 cc. per breath. The ratio 
of minute volume to oxygen consumption forms an important re- 
lationship known as the “ventilation equivalent for oxygen.” 


Oxygen consumption. This is calculated from the slope of the 
respiratory tracing as represented by the dash line from A‘ to B, 
figure 3. The vertical distance, from B to J, is the oxygen con- 
sumed in a unit of time. Accurate values for oxygen consumption 
can be obtained if adequate mixing of the spirometer gases, rapid 
absorption of the carbon dioxide, and a leakproof system are pro- 
vided, The relationship between oxygen consumption per unit 
of time to total amount of air ventilated, “the ventilation equiv- 
alent for oxygen,” expresses the efficiency of oxygen absorption. 
It is of value in comparing the oxygen used in rebreathing room air 
with 100 percent oxygen. In normal persons the uptake of oxygen 
remains the same under both conditions; there is no oxygen deficit. 
In patients whose arterial blood is unsaturated with oxygen, an 
increase of oxygen consumption is noted during the first few 
minutes of high oxygen breathing. This observation, also reported 
by Cournand and associates,** does not replace the findings of 
specific arterial oxygen studies, but it has value as a simple 
screening measure, 


Expiratory reserve. The patient is instructed to make a max- 
imum expiration at the end of a normal inspiration (B to B', 
fig. 3). Caution is given that the preceding inspiration should 
not be exaggerated. After a few normal breaths this procedure 
is repeated. This volume is influenced by even a minimal degree 
of airway obstruction and may show marked variation in daily 
measurements. The volume is important in determining the size 
of the residual air compartment. Early in a disease process of 
an obstructive nature, this is usually the first division of the 
total lung volume involved in producing a state of ventilatory 
insufficiency. 
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Inspiratory capacity. The patient is told to make a maximum 
inspiration at the end of a normal expiration (C' to C, fig. 3). 
Caution is given that the pfeceding expiration should not be 
exaggerated, After a few normal breaths the procedure is repeated, 


Vital capacity. The “component” vital capacity is obtained by 
adding the expiratory reserve and inspiratory capacity values. 
The “single stroke” vital capacity is obtained by having the 
patient make a continuous maximum inspiration followed by a 
maximum expiration (D to D', fig. 3). In a future report the sig- 
nificance of the two procedures will be discussed, together with 
changes occurring in certain disease states associated with pul- 
monary insufficiency. In an obstructive type of insufficiency the 
expiratory reserve usually is most impaired, while in a restrictive 
type of insufficiency it is the inspiratory capacity. The inipor- 
tance of noting the ratio of the two separate components to the 
total stroke volume or vital capacity cannot be overemphasized. 
In patients with normal pulmonary function the combined vital 
capacity and the single stroke vital capacity are usually the 
same though the former may be slightly greater. When the com- 
bined vital capacity is smaller, the patient may be making less 
than his maximum effort. In the presence of severe to moderately 
severe obstructive disease, such as asthma and emphysema, the 
combined vital capacity may be considerably greater than the 
single stroke vital capacity. This finding has also been reported 
by Cournand and Richards.** The vital capacity also decreases 
progressively and significantly with age. Therefore any formula 
for its prediction must be based on age as well as sex and 
height.'*~** The regression formula presented by Cournand is the 
one used in this laboratory for calculating the predicted normal 
vital capacity. For women it is [21.78 - (0.101 x age)] x height in 
centimeters, and for men it is [27.63 - (0.112 x age)] x height in 
centimeters. 


The timed vital capacity is a dynamic measurement as it re- 
lates the total volume of gas displaced from the lungs to the 
factor of time. The amount of gas displaced per unit of time; for 
example, one second, two seconds, and three seconds, had been 
advocated by Gaensler.**’** The “timed-vitalometer,” an instru- 
ment constructed with the aim of evaluating time relationships 
in gas displacements from the lungs, was developed by him. 
His criteria for normal performance of the timed vital capacity 
are: 75 percent of the total stroke volume displaced at the end 
of the first second; 85 percent displaced at the end of the second 
second; and 95 percent displaced at the end of the third second, 
This test detects air outflow obstruction not recorded by con- 
ventional vital capacity. It correlates well with impairment of 
the maximum breathing capacity and subjective dyspnea. Often 
the patient with severe pulmonary insufficiency due to obstructive 
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disease, over a prolonged period and by exhausting effort, can 
achieve a normal or greater than normal vital capacity. The test 
is helpful in estimating disability in obstructive disease and 
affords insight into the work involved in effecting gas displace- 
ment from the lungs. 


Maximum breathing capacity. This testing procedure can be 
the most effective measurement of the bellows action of the chest, 
Cournand and Richards**’ have pointed out that a satisfactory 
performance is a function of well-co-ordinated neuromuscular 
chest movements, a patent tracheobronchial airway, and normal 
elasticity of all parts of the lung. The paramount requirement in 
this test is a maximum subjective effort which should be demon- 
strated for the patient. 


The patient is instructed to breathe as rapidly and as deeply 
as possible for 15 seconds. The use of a stop watch is recom- 
mended, The recording drum may be rotated manually during this 
procedure to prevent the overlay of the individual excursions and 
to isolate this exercise. The tracing should be watched for evi- 
dence of rapid, shallow breathing. In our experience it has been 
best to start the exercise at the completion of a normal expiration 
(thorax in the resting respiratory level or midpulmonary position), 
The soda-lime canister may be removed from the spirometer to 
provide respiratory stimulation with carbon dioxide and to di- 
minish mechanical resistance. The regression formula for calcu- 
lating predicted normal values as expressed by Cournand’* is 
applicable to this method of testing. For women it is [71.3 - 
(0.474 x age)] x m2 B. S., and for men it is [86.5 - (0.522 x age)] 
x m2 B. S. In these formulas m B. S. is meters of body surface. 


Another simple technic is to use a Douglas bag, a high velocity 
one-way valve, and a Benedict-Roth type face mask. The gas 
collected in the Douglas bag is then measured in a Tissot gas- 
ometer or a conventional gas meter. The outstanding value of 
this procedure is the lowered resistance against which the patient 
must work and the higher performance volumes obtained. The 
regression formula expressed by Wright? is applicable to this 
method of testing. Calculated predicted normals by this formula 
are higher than those obtained from the Cournand formula. How- 
ever, the relationship of performance value to predicted value 
for the two methods is very similar in terms of the calculated 
percent of predicted normal. In our experience the performance 
value difference between the two methods changes most as the 
severity of pulmonary insufficiency increases, This is particular- 
ly true in obstructive disease. It is our belief that the Douglas 
bag technic is much more accurate for this group of patients, 
because they are extremely sensitive to the resistance offered 
in the spirometer. We recommend that in the use of either technic 
a sufficient number of persons with normal pulmonary functions 
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be tested in order to obtain representative values for various 
age groups. 

Wright? favors a 30-minute test and has found no significant 
difference in values obtained during the first and second 15 sec- 
onds of the test. In ill patients there is an appreciable decrease 
during the second 15-second period, and we prefer to test both 
normal and diseased patients in the same manner in order to make 
statistical studies of performance values. 


An outstanding value of the spirometric method is the perma- 
nent tracing of the respiratory pattern. The characteristic shift 
of the midpulmonary position into a level of maximum inspiration, 
indicating air-trapping and hyperinflation of the lungs, is diagnos- 
tic of obstructive emphysema. In our experience this character- 
istic respiratory pattern is almost always associated with an 
increased residual air volume. 


MECHANICS OF CALCULATIONS 


The calculation of gas volumes is taken by direct measurement 
from the respiratory tracing (fig. 3), and is based on the fact 
that each centimeter traveling along the vertical by the recording 
stylet is equal to a known volume of gas. This is the spirometer 
factor. All ventilatory values must be corrected to body condi- 
tions; that is, the factors of body temperature, surrounding baro- 
metric pressure, and saturation with water vapor which are com- 
monly abbreviated: BTPS. The important consideration in the 
volume of oxygen absorbed into the blood per minute is the weight 
or number of molecules of gas absorbed.** Values must be cor- 
rected to the standard conditions of physics and chemistry (760 
mm. Hg and 0° C.), conventionally abbreviated STPD. The spi- 
rometer factor for our machine is 207 cc. per centimeter. The 
physical conditions at the time of testing were: temperature 
26° C., and barometric pressure 755 mm. Hg. All measurements 
were taken from the midpulmonary position as previously defined. 
The conversion factor for BTPS is 1.068, and for STPD is 0.884. 
The measurements used are taken from figure 3. 


Tidal air. A to A' is a typical tidal exchange, The average of 
multiple readings was 2.3 cm. Formula: linear distance (2.3 cm.) x 
Spirometer factor (207 cc.) x conversion factor for TPS (1.068) = 
507 cc. 


Expiratory reserve. B to B' is a typical maximum expiration. 
This distance measured 9 cm.Applying the basic formula as given 
under tidal air, we calculate a value of 1,980 cc. 


Inspiratory capacity. C to C' is a typical maximum inspiration. 
The measured distance was 16 cm. giving a calculated value of 
3,500 ce. 
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Component vital capacity. Expiratory reserve plus inspiratory 
maximum gives a value of 5,480 cc. D to D' represents the “sin- 
gle stroke” vital capacity. 


Maximum breathing capacity. This determination is enclosed 
in the brackets “E” (number of excursions per 15 seconds) and 
“F” (amplitude of excursions), The average of 11 excursions 
was 13.5 cm. There are 44 excursions per minute. Formula: linear 
distance average (13.5) x spirometer factor (207 cc.) x number of 
excursions per minute (44) x conversion factor for BTPS (1.068) = 
120 liters per minute. 


Breathing requirement (resting minute ventilation or volume), 
Tidal air (507 cc.) x respiratory rate (10 per minute) = 5.07 liters 
per minute, 


Breathing reserve. Maximum breathing capacity (120 liters per 
minute) breathing requirement (5.07 liters per minute) = 115 liters 
per minute, This is the reserve breathing capacity for any given 
physical state. 


Dyspneic index. This is expressed as a ratio: 


Breathing reserve — 115 x 100 = 96% 
Maximum breathing capacity 120 


For the significance and evaluation of this value the article by 
Cournand and Richards** is recommended. 


Oxygen consumption. B to J is the change in volume of gas for 
this unit of time, one minute. Formula: linear distance (1.5 cm.) x 
spirometer factor (207 cc.)x conversion for STPD (0.884) = 262 cc. 
per minute. 


Ventilation equivalent for oxygen. This is the number of liters 
of air breathed per 100 cc. of oxygen consumption. As it express- 
es the total volume of air ventilated per minute per 100 cc. of 
oxygen absorbed, the actual oxygen consumption (262 cc.) is 
divided by 100, giving the factor 2.62 cc. The total minute volume 
of air ventilated (6.03 liters) divided by 2.62 equals 2.3 liters. 
This indicates that for every 100 cc. of oxygen absorbed, 2.3 
liters of gas were ventilated. Normal values are 2.2 to 2.6.*° This 
expresses the efficiency of oxygen absorption relative to the 
amount of pulmonary ventilation. This value is elevated in the 
presence of pulmonary insufficiency, anxiety, hyperventilation, 
and hypothyroidism, and is usually reduced in the presence of 
uncomplicated hyperthyroidism. 


Analysis of the respiratory tracing. Important information re- 
garding chest movements, elasticity of the lungs, obstruction to 
the movement of air in any phase of respiration, resistance of the 
tissues of the thorax to change in position, and state of the pa- 
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tient during the testing procedure can be obtained by careful 


. analysis of the respiratory tracing. Velocity of air flow is repre- 


sented in the character of the tracing slope. In normal patients 
there is an almost perpendicular slope, whereas in those with 
reduced air flow there is reduction of the steepness of the slope. 
Air leaks in the system can be readily detected in the character 
of the tracing, manifesting near vertical volume change. Failure 
of the thorax to return to its resting respiratory level is character- 
istic of air-trapping and hyperinflation of the lung seen in ob- 
structive emphysema. Carbon dioxide retention is demonstrated 
by progressive increase in rate and depth of breathing. Anxiety 
and over-all poor adjustment to the test is demonstrated by ir- 
regular tidal exchange and a sighing type of respiration. 


Air velocity index. This is the ratio in percentage of predicted 
normal maximum breathing capacity to predicted normal vital 
capacity. It aids in differentiating between obstructive and re- 
strictive types of pulmonary insufficiency. When both values are 
100 percent the ratio is one, which is normal. When maximum 
breathing capacity is more impaired than vital capacity, the ratic 
is less than one, and is suggestive of an obstructive defect. When 
vital capacity is impaired more than maximum breathing capacity, 
the ratio is greater than one and is suggestive of a restrictive 
defect. Gaensler*’?” developed this concept and advocated its 
use as an aid in differentiating between obstructive and restric- 
tive types of ventilatory insufficiency. The index may be mis- 
interpreted without the absolute figures from which it is derived. 
An index of one can result from proportionate reduction in both 
maximal breathing capacity and vital capacity.*° 


SUMMARY 


The spirometer is the basic apparatus necessary for carrying 
out a number of simplified pulmonary function studies. In the 
absence of a specialized respirometer, a waterless basal meta- 
bolic machine can be used. It is recommended that a sufficient 
number of persons with normal pulmonary functions be tested to 
obtain representative values for the various age groups character- 
istic for the particular equipment used and the technics employed, 
Information obtained from ventilatory studies in combination with 
the basic clinical procedures will provide adequate evaluation 
for most patients with diseases of the chest and with associated 
pulmonary insufficiency. 
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SURVEYS AND SURVEYS 


FRANK B. BERRY, M. D. 
Assistant Secretary of Defense 
(Health and Medical) 


N the “Message from the A. M. A.” appearing in this and the 
last issue of the Armed Forces Medical Journal, results 
from the survey of physicians being released from active 

military service conducted by the Council on National Emergency 
Medical Service of the American Medical Association have ap- 
peared. On behalf of the editors of this Journal I wish to comment 
on several of the questions. 


First, it should be noted that one of the members of the Coun- 
cil on National Emergency Medical Service is also a member of 
the Health Resources Advisory (Rusk) Committee, another is a 
consultant to the Committee, and a third was formerly chairman 
of the Armed Forces Medical Policy Council in the Office of the 
Secretary of Defense. Furthermore, the Office of the Secretary 
of Defense is in close rapport with the Rusk Committee and is 
occasionally represented at its meetings; therefore, the numbers 
of medical officers allotted to the Armed Forces, their problems 
and their duties are under constant discussion not only between 
these two groups but also with the Office of the Assistant Secre- 
tary of Defense for Manpower and with the three Surgeons Gen- 
eral, We wonder, therefore, how many of those replying to the 
questionnaire knew as much about the over-all problem of medical 
needs and requirements of the armed services as the group men- 
tioned above. This is particularly true in any consideration of 
proper rotation policy, types of assignment, requirements for 
nonmilitary care and duties that could be performed adequately 
by other personnel. 


Is it wise, for example, to replace medical officers in command 
and executive officers of medical installations with medical 
service or line officers? These questions are much debated, and 
while to some it would appear that such positions could be ade- 
quately filled by a nonmedical officer, it is far wiser in our 
opinion that the commanding officer should always be a medical 
officer and the choice of executive officer should perhaps be 
optional, though preferably medical, Substitution may well be 
made for many other duties, such as giving infusions, hypoder- 
mics, or any medication, bandaging, changing dressings, certain 
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clerical work, administration, selecting battalion-aid clearing 
station and hospital sites, and supervising food and other med- 
ical or paramedical functions. But do we really want complete 
substitution which would surely leave the medical officer immur- 
ed in his ivory tower: where the internist merely thinks, cogitates 
and propounds subjects for discussion, makes his rounds or 
consultations, and then retires like Achilles to his tent; where 
the surgeon only cuts and cuts and sews, while the “lady in 
plaster” applies the cast when needed, the corpsmen put on the 
dressings and the surgeons look in but occasionally to advise 
whether a tube or an infusion is necessary. Is this all we desire 
of our medical officers? 


Hence, when we come to answer the question as to what duties 
“could have been performed adequately by other personnel,” 
there is an enormous chance for difference of opinion, and many 
of these differences are due to the age of and position held by 
the individual answering this question. Even more basically they 
resolve themselves into what are his motivations in medicine 
and what does he expect to do in practicing this science and art? 
Does he want to get out of all the work he can, or is he willing, 
and does he really want to pitch in, put his shoulder to the wheel 
and help his group or outfit, whether in civilian or military life, 
to be as good as he knows how to make it? 


Types of assignment and nonmilitary care provided. Much is 
made of and much talk arises about the care of dependents. The 
Secretary of Defense appointed a commission in April 1953 to 
study this very problem. It was composed entirely of well-known 
lay civilians. We quote from the Moulton Commission report: 
“The Commission believes that one of the most important bolsters 
to morale is the assurance afforded military personnel on the 
fighting front that the welfare of their dependents is being looked 
after by the military organization itself.” Second, circumstances 
often preclude dependents obtaining services through civilian 
sources, This is especially true in the overseas areas where not 
only must physicians in the armed services care for their own 
personnel, but also military dependents and all Americans of 
other branches of the federal government who are on duty in those 
areas. For example, although the military population may be only 
22,000 in a given area, when dependents and other American 
nationals in that area are included, the total American population 
for which the military in that area are responsible, exclusive of 
the men in the service, is another 24,000. The same applies in 
certain parts of the United States due to the fact that it has 
been considered good policy that the families not be separated, 
but that they accompany the servicemen on their assignments 
whenever possible. At such areas as Key West, Fla.; Camp 
Pendleton, Calif.; Camp Lejeune, N. C.; Fort Bragg, N. C.; 
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Fort Knox, Ky.; Larson Air Force Base, Wash.; Mountain Home 
Air Force Base, Idaho, and at other such locations there are 
simply not enough civilian doctors and dentists to care for the 
added load of dependents, and in some instances the local med- 
ical societies have requested help. 


Another argument is the more varied practice afforded to all 
men in the service and added educational and training oppor- 
tunities offered by the care of dependents. Further, it may be 
considered a waste of resources both in space and personnel in 
military medical facilities, when such are available, not to care 
for dependents. Finally, “the services regard dependent medical 
care as an important factor in getting and retaining competent 
career military personnel.” This last argument is important today 
as it was in the past. In order to equalize the care afforded med- 
ical dependents, a bill has been jntroduced into the Congress 
for this purpose. How great is this load of dependents? The 
heaviest load is of course in the outpatient services. As regards 
the beds occupied, in February 1954, for example, military de- 
pendents occupied 15.3 percent in Continental United States and 
13.1 percent overseas, the ranges varying from 7 percent over- 
seas for Navy dependents to 22.3 percent for Air Force depend- 
ents in the United States. We think that all will agree that a 
medical service devoted only to the care of military personnel, 
the young adult group between 18 and 50, except in time of war 
provides a very dull medical service, 


Another question was asked about physicians who would vol- 
untarily remain in the service. The response to this was most 
interesting because 2,144 or. 57.5 percent answered “yes under 
certain specified conditions,” although none noted any of these 
conditions. It would be interesting if some of those who answer- 
ed *yes” would inform this Journal, the services, or the Depart- 
ment of Defense under what conditions they would consider that 
a military career would prove attractive. 


Surveys are not only interesting but helpful, but in interpreting 
them attention should be paid to the emotions evoked at the time, 
to the age “of those replying to the questionnaire,” and to the 
knowledge of the respondents as to the requirements—physical, 
moral, psychological, training, planning, and morale of the mili- 
tary services for medical manpower. 














THE BIRTH OF THE ROYAL CANADIAN 
ARMY MEDICAL CORPS 


J. P. McCABE, Lieutenant Colonel, C. D., RCAMC 


N 2 July, the Royal Canadian Army Medical Corps con- 

memorates its fiftieth anniversary. On that day in 1904 

General Order No. 98 announced that henceforth the 
Canadian Militia Army Medical Services would be known as the 
Army Medical Corps. This was its birth; its gestation began 
much earlier. 


Prior to 1885, Canada was neither wealthy nor populated 
enough to support a medical service. The British forces gar- 
risoned here supplied most of the manpower and equipment 
needed to suppress the various uprisings that marked the early 
history of Canada. The North-West Rebellion (Second Riel Rebel- 
lion) of 1885 gave the Canadian Militia its first experience in- 
dependent of British control. In preparation for a military ex- 
pedition against Riel and his followers, the Minister of Militia 
and Defence called upon Lt. Col. Darby Bergin, an eminent 
physician from Cornwall, Ontario, to come to Ottawa and organize 
a medical service to support the expedition. He was well qual- 
ified. He had served as a major in the Fenian Raid and held the 
highest medical appointment in Ontario. Dr. Thomas G. Roddick 
of Montreal was appointed as his deputy. The appointment had 
public appeal as Roddick was a man of youth and vigor. He, too, 
was well qualified professionally and an excellent horseman. 
Together they laid their plans. It was not an easy task as they 
had neither men nor equipment, but they had to their credit a 
medical profession willing to do its utmost to serve its country. 


Two field hospitals were hastily organized——No. 1, commanded 
by Surgeon-Major C. M. Douglas, VC; No. 2, by Surgeon-Major 
H. R. Casgrain. Cots, mattresses, sheets, pillows, and similar 
necessities for field hospitals were not only lacking but were 
not on the market, and had to be made to order. Seven days after 
Surgeon-General Bergin took charge, the full equipment for No. 1 
Field Hospital was on its way to Winnipeg. A few days later the 
equipment for No. 2 followed; a week later a reserve supply was 
on hand. 





From Directorate of Medical Services, Department of National Defence, Army, 
Ottawa, Canada. 
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Medical personnel were assembled even more quickly. There 
was no scarcity of doctors. Men high in the medical profession 
and with much military experience rallied to the cause. Bergin 
called for volunteers. Nearly every medical student in Canada 
came forward, asking only for transport to the field of battle, but 
the Surgeon-General would not condone such sacrifice, and a 
rate of pay was established. The Universities of McGill and 
Toronto selected the most suitable candidates from the numerous 
volunteers. Dr. Bergin later reported that these students, em- 
ployed as dressers, without regard for personal safety, did a 
heroic job of evacuating casualties under fire. 


On 1 April 1885, Bergin was called to Ottawa and on the 
seventh, one week later, Roddick, together with No. 1 Field 
Hospital under Douglas, left for the west. The party arrived in 
Winnipeg on the twelfth. He was instructed by General Middleton, 
Commander of the Force, to establish the hospital at Swift Cur- 
rent, some 500 miles further west. No. 1 Field Hospital’s move- 
ment from Winnipeg to Swift Current was by rail. The train com- 
prised a railway caboose, a sleeper, and a baggage car. It may 
be considered the first hospital train to operate in Canada. As 
neither houses nor tents were available in Swift Current, the 
train was used to accommodate both surgeons and dressers. A 
base hospital was established here, but was later moved to 
Moosejaw. Two field hospitals were set up, one at Calgary and 
one at Saskatoon. 


The first action against the rebels was at Fish Creek. Mid- 
dletons’ Force sustained 50 casualties. In his report the General 
told how, in a “sort of Zareba” formed by a few wagons almost 
under rebel fire, “the doctors established a temporary hospital 
where they did their work with skill, coolness, and quickness.” 
The wounded were eventually evacuated to Saskatoon where they 
were nursed in private homes and in the school building. 


In contrast to modern warfare this campaign was not large. 
Less than 5,000 troops were actively engaged in the field. 
There were only four engagements with the rebels: Fish Creek, 
Cut Knife Hill, Batoche, and Loon Lake. Twenty-six men were 
killed and 103 wounded. Nevertheless, these troops were operat- 
ing many miles from their base with no mechanized transport. 
Every morsel of food had to be brought forward in wagons from 
the base 600 miles away. Surgeon-Major Casgrain, the medical 
officer in charge of No. 2 Field Hospital, in a letter to his 
brother dated 1 May 1885, reported that “each hospital was 
equipped in the most thorough style. I doubt very much, even in 
the large cities of Canada whether the hospitals there are better 
stocked with medicines and surgical appliances.” 
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Surgeon-General Bergin had gained much experience, and from 
the lesson learned he was able to make a definite recommenda- 
tion as to the future of the Canadian military medical service. 
The old regimental medical service had to be changed. The fact 
that each regiment recruited its own surgeon was considered the 
chief weakness in the system and he strongly recommended that 
this practice be abolished. He then proposed the formation of an 
administrative and executive staff, a field hospital corps, an 
ambulance corps, and a military cadet corps. He recognized that 
if the wide expanse of Canada was to be covered effectively, a 
transport service was essential. 


But the medical services so created died with the emergency 
that brought it into being. The regimental system of appointing 
medical officers continued to be the principal medical coverage 
of the militia except that, at the annual military camp, a principal 
medical officer was appointed to supervise the medical services 
of the camp and to give instructions. There were no centralized 
directions and without such control little could be accomplished. 


The virtual stagnation of 11 years between the Second Riel 
Rebellion (1885) and 1896 ended with the election of Sir 
Frederick Bordon, a former medical officer, to the position of 
Minister of Militia and Defence. Shortly after his appointment he 
established a medical subdepartment of militia under the direc- 
tion of a director general. The appointment was announced on 1 
March 1898, and a resemblance of order now took place. The first 
director was Col. J. L. H. Neilson who held the appointment until 
1908. This was probably the first step in the evolution of an 
Army Medical Service as distinct from a purely regimental medi- 
cal service. 


In the following year, by General Order No. 62, plans were 
evolved for the organization of the Canadian Militia on an Army 
basis. Within this framework it was proposed to create, as one of 
the new departments, the Canadian Militia Medical Army Serv- 
ices. It was visualized that its evolution would be gradual and, 
as a beginning, four bearer companies with the requisite number 
of personnel were provided during the years 1899-1900. It was 
also contemplated that a cadre of four field hospitals would be 
organized. The Canadian Militia Army Medical Department so 
formed consisted of two distinct branches, namely, (1) Militia 
Army Medical Staff Service, consisting of the Militia Army Medi- 
cal Staff and Militia Medical Army Staff Corps, and (2) Regimental 
Medical Service. 


The Militia Medical Army Staff Service was made up of a pro- 
portion of principal mejical officers who would exercise com- 
mand and medical supervision in the positions allotted to them. 
It also comprised the whole of officer and other rank personnel 
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_ required for the bearer companies, field hospitals, and medical 

_ administration duties. The Militia Army Medical Corps consisted 
of the noncommissioned officers and privates specially enlisted 
and allotted to the bearer company and the field hospital. 


The only Medical Service in existence prior to this was the 
Regimental Medical Services, and in order to form the new de- 
partment the Regimental Medical Officers were invited to vol- 
unteer for either the Medical Staff service or Medical Staff Corps. 
Combatant rank was given to all officers appointed, but the of- 

' ficers of the Regimental Service retained such compound titles as 
surgeon-lieutenant, surgeon-captain, and surgeon-major. The 
uniform to be worn was that of the Royal Army Medical Corps 
(British). 


The general order also stressed the need for a base hospital, 
although the civil hospitals would be used whenever possible. 
In the event that no civil hospitals were reasonably available, 
a temporary staff was provided and the Director General was 
authorized to form a hospital when and where required. 


The need for a nursing service was mentioned but it was 
| pointed out that such an organization was planned and would 
_ be formed at a future date. 


It was during this period of development that Canada was again 
involved in another uprising. The Boers of South Africa had re- 
volted, and Canada went to the assistance of Great Britain. In 
1902, the No. 10 Field Hospital sailed for South Africa and dis- 
tinguished itself in the field. A second hospital was dispatched 
later. Sixteen militia nursing sisters saw service in South Africa. 

| Two regimental medical officers were awarded the Distinguished 
| Service Order in this campaign. 


At the close of the Boer War the medical service of Canada 
had gained further experience, and was now prepared to step out 
as a fully fledged part of the Canadian Militia. 


In 1904 the step was made. By Canadian Militia General Order 
No. 98 of 2 July the Army Medical Service was completely re- 
organized. Two distinct branches were recognized: (1) the old 
Regimental Medical Service and (2) the Army Medical Depart- 
ment. The Regimental Service was much the same as before, 
except that the old compound titles were abolished and the com- 
batant ranks of lieutenant, captain, and major were adopted. 


The Army Medical Department was composed of the Medical 
Staff and the Army Medical Corps. Both were under the same 
director general. The former might be said to have as its sole 
function the administration of the Service throughout Canada. 
| It consisted of 12 principal medical officers, one for each dis- 
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trict. The Army Medical Corps, however, consisted of two dis- 
tinct branches, one the Permanent Active Militia Army Medical 
Corps and the other, the Militia Army Medical Corps. The per- 
manent element was charged with what one might call the pro- 
fessional aspects of the corps. The Militia Army Medical Corps 
was what is now known as the Reserve. Besides the Reserve 
medical officers it was composed of dental-surgeons and nursing 
sisters. The dentists at that time were not permitted combatant 
rank, 


This organization is basically similar to the one that exists 
today with the exception of the Army Medical Staff and the 
Regimental Medical Service. The Army Medical Staff was 
abolished in 1906 and its officers were absorbed into either the 
Active or Reserve elements of the Medical Corps. The old 
Regimental Medical Service was abolished in 1909. 


There is little point in considering the details of unit or- 
ganization prior to 1914, save perhaps to note the ‘development 
during the years 1905-1906 of a new type of unit, the field am- 
bulance, In the initial stages, about 16 such units were author- 
ized and they were formed by combining the existing bearer 
units and the field hospitals. This reorganization brought the 
Canadian Army Medical Corps into line with that of the British 
and resulted in a considerable increase in the efficiency of the 
medical services. At the outbreak of World War I, the active 
element of the Canadian Army Medical Corps had on its per- 
manent establishment 20 officers, five nursing sisters, and 102 
other ranks. The Reserve or nonpermanent element had six 
cavalry field ambulances, 15 field ambulances, and two clearing 
hospitals. The Canadian Militia always tended to pattern itself 
after the British Army, and what was true in general was also 
particularly true of the Canadian Army Medical Corps, especially 
in its early stages of development prior to 1914. This was for- 
tuitous as the Canadian Medical Service was able to take its 
place alongside its British allies in France and Flanders during 
World War I. 


This tendency to follow the British was inevitable. The first 
three directors (Neilson, Fiset, and Carleton-Jones) were all men 
with considerable experience in British medical practice, both 
military and civil. The formation of the Royal Army Medical 
Corps was much earlier than that of its Canadian counterpart and 
provided a model for the development of the Canadian services. 


Before the new-formed Canadian Army Medical Corps had 
reached maturity, it was called upon to support the Canadian 
Militia in that heroic struggle into which the Kaiser had 
plunged the world. In August 1914,.Canada had declared war 
against Germany and the subsequent mobilization and concentra- 
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tion of troops in Valcartier threw considerable strain on the 
medical services. More than 33,000 troops were assembled in 
ill-prepared accommodations in Valcartier which had been only 
recently cleared to billet troops. Sanitation and hospital facilities 
were minimal but it is a credit to the corps that no serious 
epidemics developed. 





Brigadier K. A. Hunter, O. B. E., C. D., the present Director 
General of Medical Services of the Royal Canadian Army Medical 
Corps. He was appointed to this position on 11 October 1952. 


The tasks of Valcartier were not lessened when the first 
contingent arrived on Salisbury Plains. It was autumn and one of 
the worst that England had experienced for many years. Rain 
and mud, scarcity of supplies and equipment, and epidemics 
were the enemies of the medical services, but by spring the con- 
tingent was. able to take its place on the battlefield of France. 


The first major battle for the Canadians was the Second Battle 
of Ypres. In April 1915, the enemy put in their now famous at- 
tack using poison gas for the first time. Canadian casualties 
alone were 5,500 killed, wounded, and missing. The field am- 
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bulances of the First Division, augmented by one Indian and two 
British units, handled 10,043 casualties. No. 3 Canadian Field 
alone evacuated 5,200 in a single week. It was during this en- 
gagement that Capt. F. A. C. Scrimger won the Victoria Cross. 


By September 1915, the Second Canadian Division with its 
medical support arrived in France. It was followed by No. 3 and 
4 later in the fall. The Battle of the Somme in 1916 was the first 
heavy engagement in which all four divisions were engaged. The 
casualties from three of them, from 3 September to 16 October, 
were 3,164 killed, 134,000 wounded, and 2,859 missing. The 
Fourth Division had 742 killed, 3,059 wounded, and 510 missing, 
making a total of 23,734 for the period 3 September to 28 Novem- 
ber. 


Vimy and Passchendaele followed but it is unfair to soldiers 
to select specific engagements and designate them as major 
battles. To the soldier the most important battle is the one that 
has exposed him to the greatest hardships or the greatest danger. 
It may be only a routine patrol but to him it may be the most 
historic event in a very eventful military career. 


Many honors and awards were received by personnel of the 
Medical Corps during World War I but, unfortunately, many of the 
honored lost their lives. A total of 61 Canadian medical officers 
were classified as killed or died while serving and, of the other 
ranks, the number was 528. Within the Nursing Service, 17 were 
killed and 60 lost their lives at sea. The heaviest single loss 
was the 14 nursing sisters who went down with the Llandovery 
Castle when it was torpedoed in the Atlantic on 27 June 1918. 
One other nursing sister was lost at sea and six were killed or 
died of wounds. 


The honors and awards were numerous. Two Victoria Crosses 
were awarded, one as already mentioned to Capt. Scrimger, the 
other to Capt. B. S. Hutcheson. There were 325 other honors that 
went to Canadian medical personnel. 


It was following World War I that the Canadian Medical con 
was granted the Royal Warrant entitling it to use the title “The 
Royal Canadian Army Medical Corps.” Its history subsequent to 
World War I is well recorded and need not be touched on here. 
It might be of interest, however, to sketch briefly some of the 
highlights of its early development with special reference to the 
men responsible for its organization. 


Col. Neilson was the first Director General. He held office 
before the formation of the Canadian Army Medical Corps but 
it was through his energies and with the support of Sir 
Frederick Bordon that the Medical Corps was born. Col. Neilson 
had wide military experience. He was a Canadian, a native of 
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Quebec. He received his early training at the Army Medical 
School, Netley, England. In 1869 he was appointed Medical 
Officer to the Quebec Garrison Artillery. He saw service during 
the Fenian Raid; was a Red Cross surgeon in the Russia-Turkish 
War of 1878; accompanied the Canadian “Voyageurs” to the 
Sudan in 1884-1885. Being a man of independent means he was 
able to devote much of his time to the Army. In 1898, while 
serving with the Artillery Garrison, he was called to Ottawa to 
become Director General. As no office space was available, a 
railed-off section at one end of a corridor formed his first of- 
fice. It was not only his office but, by the addition of a single 
cupboard, served as his stores depot and contained the complete 
reserve medical stores of the service. 


Neilson was Director General during the Boer War. He devised 
a new type of hospital tent which later bore his name. He in- 
troduced the mobile acetylene gas lamps for use in field hos- 
pitals. This innovation was first used in the Boer War and was 
so superior to the old-time lamps that the Canadian Field Hos- 
pital in South Africa often became a beacon light to guide troops 
who had lost their way. 


Col. Neilson had under him another energetic officer, Capt. 
Eugene Fiset, who took over as Director General in 1903. Fiset 
introduced the Field Ambulance to the Canadian Medical Services 
and it was during his tenure of office that the Permanent Army 
Medical Corps came into being. Col. Fiset is well noted for the 
interest and advances he made in camp sanitation. He introduced 
the “slop sink,” a simple contrivance whereby kitchen refuse 
was placed in boxes with holes bored in the bottom. These boxes 
were placed over slit trenches, the principle being that the liquid 
would drain away so that the residue could be destroyed by 
burning. Camp sanitation in those days was not under medical 
supervision and any suggestions put forward by the medical of- 
ficer seldom met with approval and it was often construed as 
gross interference. However, by persistence and example, the 
medical officer won out. Medical units in camp were, as a rule, 
neat and tidy in comparison with other units which considered 
camp sanitation as an unavoidable evil to be dealt with by con- 
ditioning both the nose and the stomach to accept it without 
revolt. It finally took a series of severe épidemics to prove to 
the Army as a whole the need for camp sanitation. 


Col. Fiset was greatly assisted in his task when he was ap- 
pointed to the position of Deputy Minister of Militia which gave 


» him the authority to implement many of his views. He was suc- 


ceeded as Director General of Medical Services by Lt. Col. 
Guy Carleton-Jones, a native of Nova Scotia who, after a suc- 
cessful tenure as Director General, became Lieutenant Governor 
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of that Province. Col. Carleton-Jones was second-in-command of 
No. 10 Canadian Field Hospital during the Boer War and was 
later Director of Medical Services of the Canadian Expeditionary 
Force in France. Carleton-Jones, like his predecessor, was a 
lover of cleanliness. He worked on the maxim that dirt was matter 
in the wrong place and a right place must be provided. 


It was while Carleton-Jones was head of the Medical Services 
that the Army Nursing Service was created as an integral part of 
the Canadian Army Medical Corps. The first Matron was Miss G. 
Pope, R. R. C. She was appointed in 1908 and held that ap- 
pointment until the beginning of World War I. She was succeeded 
by Matron-in-Chief M. C. Macdonald. Both Miss Pope and Miss 
Macdonald saw service in South Africa. 


These pioneers and their successors established a solid 
foundation on which the present Army Medical Service of Canada 
is now based. The Corps has progressed with the times and main- 
tains a high standard in keeping with the other medical organiza- 
tions of this country, both in the administrative and professional 
fields. During the past 50 years the RCAMC has proved that it 
is able to support the armed forces of Canada in peace and war. 


NEW MEMBERS OF AMERICAN COLLEGE OF SURGEONS 


The following Medical Corps officers of the Army, Navy, and 
Air Force were elected to the grade of membership indicated in 
the American College of Physicians at the thirty-fifth annual 
session in Chicago, 5-9 April 1954: 


Fellows 
Capt. Elmer L. Caveny, USN Col. William R. Haas, USAF 
Capt. John L. Enyart, USN Brig. Gen. Paul I. Robinson, USA 


Associate Fellows 


Comdr. Bruce L. Canaga, Jr., USN Lt. Col. Jules J. McNerne 

Bs na a ee be . y, USA 
Col. William G. Dunnington, USA Maj. Thomas F. Puckett, Jr., USA* 
Lt. Col. Frederic J. Hughes, Jr., USA 
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JOHN SHAW BILLINGS, MEDICAL GENIUS 
OF THE 19th CENTURY 


J. A. CURRAN, M. D. 
Dean, State University of New York 
College of Medicine 
at New York City 


N ATTEMPT to define the place of John Shaw Billings in 

Ae world of medicine before the Friends of the Armed 

Forces Medical Library, who are so thoroughly aware of 

his unique achievements, makes me feel definitely presumptious. 

Yet, I am encouraged by the feeling of his presence among us this 

evening, for to greater or less degrees I assume we are all his 
spiritual followers in a sort of medical apostolic succession. 


Furthermore, I was emboldened to attempt such a presentation 
by an experience some months ago when a medical student ques- 
tionnaire asked me to name the greatest figure in ancient 
medicine, and the outstanding one in modern times. Naming of 
Hippocrates for the first honor was accepted without dissent, 
but my nomination of Billings as the greatest of moderns, was 
received, I am sure, with astonishment, bewilderment, and dis- 
belief. Of course, this was not surprising, considering the fact 
that not more than one percent, if that, of the medical profession 
generally are even aware that Dr. Billings ever existed! To an 
amazing degree, the niche or pedestal he deserves to occupy re- 
mains vacant. 


I should add that the discovery of some previously unknown 
reference material from the great man’s own reprint file, was the 
other inspiration for this paper. 


Of course, we all recall Billings’ famous prescription for the 
giving of an address, namely; to have something to say; then 
say it; stop when you had said it, and finally, give it an ap- 
propriate title.’ In attempting to speak about Dr. Billings, there 
is no difficulty about having something to say. The problem 
comes in attempting to say it, for there is so much ground to 





Presented at the annual banquet of the Friends of the Armed Forces Medical Library 
at Washington, D. C., October 23, 1953. 

Reprinted with permission from the Bulletin of the Medical Library Association, vol. 
42: pp. 163-171, Apr. 1954. 

The photographs of Dr. Billings are from the collection of the Armed Forces Medical 
Library. 1025 
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cover in just touching upon the stupendous accomplishments of 
this great man during his long lifetime of leadership in so many 
fields related to medicine. In my title I have called him the medi- 
cal genius of the 19th century, for the more I have explored his 
various contributions to his time, the more the conviction has 
grown that to an extraordinary degree, Dr. Billings was the 
source of most of the advances made during that period and 
since, 


In my own experience over the past twenty years, as I have 
traced the history of one phase of modern medicine after another 
back to its beginnings, Billings, the Sage of the Army Surgeon 
General’s Office and the Surgeon General’s Library, is revealed 
as the original inspiration in an amazing number of instances, 
The nuggets one picks up in medical sands of time can be 
traced again and again to the same “motherlode.” To carry the 
metaphor one step further, one can say that the medical pro- 
fession of today continues to treasure and use these golden con- 
tributions to medical progress but has largely forgotten the source 
from which they were mined. 


Medical and, of course, other librarians revere his memory, and 
his name and fame are treasured at Johns Hopkins, but most 
medical men, including leaders in university circles, are sur- 
prised to learn of the essential and primary roles Billings played 
in the creation of what is now the Armed Forces Medical Library, 
the IJndex-Catalogue, ‘the Index Medicus, the Johns Hopkins 
Hospital and Medical School, and the fundamental concepts on 
which modern pre- and undergraduate medical, internship, and 
graduate medical education are now based. His brochure en- 
titled Medical Education,* containing extracts from twenty 
lectures delivered before the Johns Hopkins University faculty 
in 1878, set the standard and pattern by which that University 
ushered in the dramatic advances made by American medical 
schools and teaching hospitals in the twentieth century. His 
little pamphlet /deals of Medical Education, delivered as an ad- 
dress before the medical faculty of Yale College, June 238, 1891,’ 
has long been forgotten, but still makes vivid, stimulating, 
and up-to-date reading. At the 25th Anniversary celebration of 
the opening of the Columbia University Presbyterian Medical 
Center, which occurred about ten days ago, and at which there 
was considerable review of medical progress, I learned in con- 
versation with a number of outstanding leaders present that they 
were unaware of Billings’ basic contributions to medical thought 
and standards of health education from 1870 to the 1890’s——al- 
though this culminated in the revolution among medical schools 
touched off by the Flexner Survey of 1910.‘ Billings clearly 
visualized the need for both general physicians and specialists, 
and outlined educational criteria essential to qualify each for 
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their responsibilities. He set up the ideal of a liberal arts col- 
lege course and two years in the basic sciences as the founda- 
tion for clinical studies. At a time when most graduates entered 
practice after only three years of medical school, he forecast 
the universal need of an internship year, even though American 
hospitals at that time could not provide more than one third of 
the opportunities needed. Not only did he anticipate the necessity 
of the setting up of accrediting Boards in all of our states, but 
he realized that this advance would have the undesirable effect 
of encouraging cramming for those examinations as the ultimate 
test of competence to practice. For a graduate desiring to 
specialize, he recommended an additional two years spent “in 
clinics and laboratories devoted to his special subject—and 
at least half of this time should, at preseut, be spent abroad.” 
He was gratified over the announcement in 1891 of compulsory 
four year courses at the medical schools of Harvard and Penn- 
sylvania, soon to be followed by Columbia. 


It is of interest now in 1954, when medical educators are 
deeply worried over the scarce supply of basic science teachers, 
particularly in anatomy, microbiology, and pathology, that 
Billings asked his audience in 1891, “How many anatomists, or 
physiologists, or pathologists, of the first class, thoroughly 
trained, authorities in their special fields, capable of increasing 


knowledge, and with the peculiar gift of ability to teach—do you 


suppose are in this country? It is a liberal estimate to say thata 
dozen of each have thus far given evidence that they exist.” 
It must be remembered that this was said at a time when many 
more medical schools than now exist were turning out almost as 
many graduates annually as we are today! 


Due to his extremely wide range of acquaintance among the 
leading medical figures of his day, to his prestige as head of the 
Surgeon General’s Library and Chairman of the Trustees of the 
Carnegie Institution, and to his numerous writings, Billings was 
in an ideal position to sound the alarm bell and attract attention 
to the deplorable state of American medicine, which aroused the 
profession and the public to action. In a very real sense he was 
the “Moses” who led us out of the medical “wilderness,” and 
very curiously it was another man of the same surname, Frank 
Billings of Chicago, who served as the “Joshua” to put many of 
the reforms into effect. It was the latter who organized the 
Council on Medical Education and Hospitals of the American 
Medical Association, and set in motion the train of events which 
culminated in the celebrated survey by Abraham Flexner 
under the sponsorship of the Carnegie Foundation,‘ completely 
changing medical education along the lines of which John S. 
Billings had been the architect. It was Frank Billings who pushed 
through the movement to set up accrediting boards, which result- 
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ed in the foundation of the Federation of the State Boards of 
Medical Examiners. In the process, the name and fame of John 
Billings was obscured by the rising sun of Frank, who is the 
one now recalled in most circles when the name Billings is men- 
tioned. Billings Hospital is named after an uncle of Frank 
Billings, Albert Merritt Billings, a Chicago businessman. The 
only institution to bear John Shaw Billings’ name is a natatorium 
at Miami University, honoring him as a distinguished alumnus, 
How wonderful it would be if the Armed Forces Medical Library 
would also bear the designation, “Billings Memorial!” 


As if the fates conspired against John Billings, we find in 
Ashburn’s History of the Medical Department of the United 
States Army*® that Frank Billings even outranks his predeces- 
sors, for he was a full Colonel in World War I while “J. S.” did 
not rise beyond Lieutenant Colonel! Furthermore, in alpha- 
betical listings, Frank comes before John, and it is Colonel 
Frank Billings whose name is always first encountered. It is 
this failure to give John Shaw his due recognition and standing 
in the world of medicine which first started me on the road to 
delve into those source materials which reveal so clearly the 
full extent of his genius and the mighty forces which he set in 
motion. In this search, the acquisition of a copy of Garrison’s 
“Memoir” life of John Shaw Billings published two years after 
Billings’ death‘ merely whetted my appetite for more. From 
there the trail led to the Armed Forces Medical Library where | 
spent sweltering hours in mid-summer over the items there 
available (wondering a bit plaintively, I must admit, why the 
richest country in the world couldn’t afford to preserve by air- 
conditioning those literary treasures in a modern building!) At 
the New York Public Library two small boxes of letters and 
other items were reviewed and I was told that two packing 
cases of Dr. Billings’ papers were still unopened in the base- 
ment. Other sources explored were the Welch Library at Johns 
Hopkins Medical School, and the main University Library on the 
Homewood Campus in Baltimore. A list of other Billings items 
which had been sent to Cleveland by the Armed Forces Medical 
Library was secured, but that material has not yet been inspect- 


At the suggestion of Billings’ successor at the New York 
Public Library, Harry M. Lydenberg, an approach was made to 
Mr. John Shaw Billings II, Editorial Director of Time and Life 
magazines. He is the son of John Sedgwick Billings and, there- 
fore, grandson of the hero of this paper. To my surprise and 
pleasure, Mr. Billings generously offered to turn over to me for 
study a large collection of items which he had inherited from his 
grandfather, including scrap books, reprints covering publica- 
tions from 1873 to 1911 (both in bound volumes and separately), 
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yf a few unpublished speeches, an outline for an autobiography in 
in his own handwriting, a doodle by Virchow (made while he and 
1e Billings were listening to a lecture by Pasteur), and a large 
n- . number of testimonials, booklets, and clippings from newspapers 
1k which were assembled by the family at the time of Dr. Billings’ 
he death in 1913. A few of the unusual items are his reading copy 
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; In 1862, two years after bis graduatson from the Medical College of Ubio, 
ife Billings was commissioned in the Army, This photograph was taken during 
re- the Civil War when he was about 25 years old. 
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of a speech called “Scientific Men and Their Duties,” his Pres- 
idential address before the Philosophical Society of Washington 
on November 7, 1886;’ an envelope containing clippings from 
articles in the Youths Companion, one entitled “A Field Hos- 
y)s pital at Gettysburg” (published July 2, 1891), and the other a 
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description of a scene in a Civil War Draft Office. Still another 
was a copy of a Salem, Oregon, paper (undated), summarizing 
the Gettysburg exploits of Dr. Billings and reporting that a 
Salem citizen, Major George Williams had had his leg amputated 
by him in the famous stone farm house near the base of Round 
Top, where Billings worked as a surgeon. Incidentally, Dr. Alan 
Chesney, former Dean of Johns Hopkins Medical School, who is 
another Billings devotee, and I have a future date to visit that 
site to complete the set of pictures which should be a part of 
the Billings’ record. 


In the collection of reprints, journals, and other articles 
which Dr. Billings’ grandson turned over to me are 126 separate 
items. On checking the list against Garrison’s bibliography ap- 
pended to his Memoir (which totals 171 references); I discovered 
that the new material contains 41 pieces unknown to Garrison. 
In addition to the priceless speech “Ideals of Medical Educa- 
tion” already mentioned (which in some way escaped Garrison’s 
attention), there are the following articles which Garrison did 
not know about or overlooked: a letter from Mr. Johns Hopkins 
to his Trustees in 1873 outlining his ideas, which guided 
Billings’ plans for the New Hospital and Medical School; a report 
on heating and ventilation; an address at the dedication of an 
addition to the Boston Medical Library (1878); a paper on the 
National Board of Health and National Quarantine in 1880 for 
the American Medical Association; on Public Health and Munic- 
ipal Government; on the Patent System, 1891; speech to Harvard 
Medical Alumni, 1894; another on “The World Debt to Modern 
Sanitary Science” (1895); a collection of speeches by DaCosta, 
Chadwick, Fletcher, Jacobi, Osler, and Billings at the famous 
dinner in the latter’s honor in 1895, at which his friends gave 
him a $10,000 check in an inscribed silver box; a 144 page 
“History of Surgery” and chapters on “Jurisprudence of Hygiene.” 


Among them are descriptions of his part in the development of 
the Army Medical Museum; studies of the effects of high altitude 
on health; of alcoholism, typhoid, tuberculosis, cholera, yellow 
fever, and insanity; medical topography; bacteria and spontane- 
ous generation (1877); medical nomenclature and vital statistics; 
and his letters to a young architect on ventilation and heating. 
For a time in 1884 and 1885 he was interested in composite 
photography applied to craniology. A published lecture on the 
history of medicine portrayed an interest which led to the founda- 
tion of a historical library at Johns Hopkins. His Medical Bioli- 
ography published in 1883 and an address before the British 
Medical Association in 1886 on cooperative research are clas- 
sics and worthy of current interest. Many of these articles 
might be considered for reprinting because of their present as 
well as historical value. If a new biography of Billings is to 
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be written, it should be based upon a thorough study of his pub- 
lications for they make a fascinating record all by themselves. 
All of his writings deserve critical and appreciative review be- 
cause of their historical and intrinsic value. The new finds and 
the 171 references listed by Garrison require reappraisal and 
evaluation to give their author his true place in the advance of 
medicine. 


The whole array of Billings’ material illustrates vividly the 
astonishing breadth and depth of the great doctor’s interests. 
Brilliant as were the creations and contributions for which he 
should be deservedly famous——in addition to those already men- 
tioned, his survey of the Marine Hospital system, which grew into 
the Public Health Service; the vital statistics of the United 
States Census (which resulted in the creation of biostatistics as 
a science in this country); the planning and construction of 
Johns Hopkins Hospital and Medical School and the assembling 


' of its first staff; the institution of the first public health lab- 


oratory at the University of Pennsylvania; and finally the or- 
ganization and erection of the New York Public Library—none 
of these in Dr. Billings’ mind were ends in themselves, but 
merely to the ends to which he had set himself while still a 
medical student at the Medical College of Ohio, better care of 


' the patient and better public health generally. As you will re- 
| call, the preparation of his graduation thesis on the surgical 


treatment of epilepsy in 1861 (number 1 in his bibliography) and 
his frustrations at that time in trying to review the literature 
ultimately stimulated him to build the Library of the Surgeon 
General's Office to its outstanding stature. The medical school 
course of his day, with its two sessions of five months of iden- 
tical lectures in each year, left him with a lifelong determina- 
tion to put medical education on a better basis. He had had the 
advantage of a good preparatory college education and as “a 
young man of very superior talents and extensive acquirements” 
(as described by his Greek professor), he must have felt keenly 
the gap between what was, and what should be. The years in 
the Civil War with the horrible infections and stench in the Army 
hospitals stimulated his immense intellectual powers to solve 
the problems of isolation, antisepsis, heating, and ventilation, 
and eventually made him the leading hospital and health expert 
of his day. Thus is genius moulded by the experiences and im- 
pressions of the formative and plastic years, which later sets 
into hard determination and results in persistent and prodigious 
accomplishment, 


Perhaps his most amazing ability was his capacity for almost 
incredible coverage of a wide range of literature, shown while 
he was still a college student in 1858 and continuing up to his 
death in 1913. In a delightful address given at the opening of the 
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new library building at Radcliffe College in 1908,° he re 
vealed to the students how when he was an undergraduate he 
borrowed a half dozen or more books each week on his own 
initiative, and during summer vacations when the College li- 
brary was closed, he effected entrance by stealth and attempted 
at least to dip into all of the 8000 volumes there. He confessed 
to the Radcliffe girls that then, at the age of 70, he still skimmed 
“more than three thousand books a year” to his own pleasure, 
“if not for others benefit.” If we omit the Civil War years, and 
calculate on the basis of approximately 45 years of reading, we 
may estimate that during his lifetime he must have covered the 
equivalent of 135,000 books, at the rate of somewhere between 
8-10 books a day! With his retentive memory, analytical talents, 
and keen judgment of values, this astonishingly wide coverage 
of the literature must have been the basis of his preeminence in 
so many special fields simultaneously. His scholarship was 
truly Samuel Johnsonian and it is not surprising that another 
forgotten contribution of his was one parallel to that of the 
great Johnson: a medical dictionary.® Since Billings once 
described this as a “labor of love,” his friend Weir Mitchell 
remarked that this seemed to him “the most extraordinary path- 
ological development of the amorous instinct on record.” 


Central in all of Billings’ thoughts were the search for means 
for the successful transmission of ideas. His motto might have 
been that of Isaiah, “. . . that men may see and know, may con- 
sider and understand together . . .” In an unpublished speech at 
the Author’s Club in 1902 in honor of Andrew Carnegie, he said 
in part: “Perhaps the most wonderful thing in human life is the 
transmission of the energy of ideas by the written or printed 
work. The idea once conceived and expressed becomes a force 
which acts independent of the brain which formulated it;—both 
in space and time, and your central idea, in thus directing the 
power at your command, may yet change the methods of life of 
the civilized world.” 


How could Billings have anticipated the atomic age, chain 
reactions, and the power of propaganda? He lived in the age of 
optimism when there was assurance that scientific advances 
would all be used eventually for beneficial purposes and the 
forces of good would surely triumph over those of evil! He was 
a realist without being a pessimist, and worked unceasingly for 
world salvation. 


It is forty years now since Dr. Billings’ death, and it is in- 
triguing to speculate as to what his reactions would be if he 
could return to earth to see what has happened to the many 
projects which he either created or developed. I’m sure he would 
be amazed to find the Armed Forces Medical Library, the Army 
Medical Museum, and the New York Public Library housed in 
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» | outmoded and unmodernized buildings. In comparison he would 
Q be astonished to observe the dramatic advances made in the 
n construction of the magnificent new National Naval Medical 
i- Center, the National Institutes of Health, and the New Armed 
d Forces Institute of Pathology at the Walter Reed Army Medical 
d Center. He would be puzzled over the public’s apathy in carry- 
d ing forward similar advances for the projects to which he devoted 
>, so much of his creative genius. Certainly he would be disap- 





he Billings was Librarian of the Army Medical Library from 1868 to 1895. This 
of photograph shows him, left, in the reading room in 1870. 


pointed over the slow progress of the plans for the new Armed 
ain Forces Medical Library and at the difficult time the Quarterly 
of Cumulative Index Medicus has been having. He might wonder 
ves. Whether we are losing interest in our literary and cultural her- 
the _itage. 


yas He would doubtless be deeply gratified in the tremendous ad- 


for vancement of the medical schools and centers in the United 

States in teaching, research, and in architecture following his 
in- initial lead, but he would have a hard time comprehending how 
he the tide of graduate students which used to flow to Europe has 
any been almost completely reversed, its flood now sweeping to our 
uld own shores. The extent to which the science of biostatistics 
rmy has come to its own and been made mechanically useful by 
| jn equipment such as the I. B. M. machines (for which he had 
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the original ideas) would thrill him enormously. How fascinated 
he would be in such new developments as air conditioning, 
fluorescent lighting, radio, colored television, and radio-iso- 
topes. He would be astonished to observe how far we have gone 
in changing the whole face of preventive medicine and epidemi- 
ology in this country by the virtual conquest of infectious dis- 
eases through the employment of chemical therapeusis and anti- 
biotics, and would shudder with us over the incalculable im- 
plications of atomic warfare. How his heart would be warmed by 
a gathering such as this one, of Friends of the Armed Forces 
Medical Library! 


Yet underlying all of the satisfactions and disappointments 
which he would feel in our successes and failures, Dr. Billings’ 
prophetic mind and heart would be reaching deeply into what are 
the ultimate realities. For so practical a man he was capable of 
profound mystical speculations, as revealed in the closing lines 
of his speech before the Philosophical Society of Washington on 
December 4, 1886,’ which I would like to quote in part in my 
conclusion: 


Far reaching as the speculations of the man of science may be, 
ranging from the constitution and nature of a universal protyle, through 
the building of a universe to its resolution again into primal matter or 
modes of motion, he can frame no hypothesis which shall explain con- 
sciousness, nor has he any data for a formula which shall tell what 
becomes of the individual when he disappears in the all-surrounding 
mist. Does he go on seeking and learning in other ways or other 
worlds? The great mass of mankind think that they have some informa- 
tion bearing on these questions: but, if so, it is a part of the wisdom of 
the Orient, and not of the physical or natural science of the Occident. 
Whether after death there shall come increase of knowledge, with in- 
crease of desires and of means of satisfying them, or whether there 
shall be freedom from all desire, and an end of coming and going, we do 
not know; nor is there any reason to suppose that it is a part of the 
plan of the universe that we should know. We do know that the great 
majority of men think that there are such things as right and duty—God 
and a future life—and that to each man there comes the opportunity of 
doing something which he and others recognize to be his duty. The 
scientific explanation of a part of the process by which this has been 
brought about, as by natural selection, heredity, education, and pro- 
gressive changes in this or that particular mass of brain matter, has 
not much bearing on the practical question of ‘What to do about it?’... 


Speaking to a body of scientific men, each of whom has, I hope, 
also certain unscientific beliefs, desires, hopes, and longings, I will 
only say: ‘Be strong and of a good courage.” As scientific men, let us 
try to increase and diffuse knowledge; as men and citizens, let us try 
to be useful; and, in each capacity, let us do the work that comes to us 
honestly and thoroughly and fear not the unknown future. 
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When we examine that wonderful series of wave marks which we call 
the spectrum we find, as we go downwards, that the vibrations become 
slower, the dark bands wider, until ‘at last we reach a point where there 
seems to be no more movement: the blackness is continuous, the ray 
seems dead. Yet within this year Langley has found that a very long 





As a septuagenarian, Billings actively directed the reorganization of the New 
York Public Library where he spent the last 17 years of his life as super- 
intendent-in-chief. This photograph was made about five years before his 
death on 11 March 1913. 

way lower down the pulsations again appear, and form, as it were, 
another spectrum; they never réally ceased, but only changed in 
thythm, requiring new apparatus or new senses to appreciate them. 
And it may well be that our human life is only a kind of lower spec- 
trum, and that, beyond and above the broad black band which we call 
death, there are other modes of impulses—another spectrum—which 
registers the ceaseless beats of waves from the great central fountain 
of force, the heart of the universe, in modes of existence of which we 
can but dimly dream. 
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John Shaw Billings does live on in our midst, I believe, and 
finds immortality in the advance of projects to which he devoted 
his creative energies and talents, and to which we the living 
may, in turn, make our contributions. 
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MILITARY OPHTHALMOLOGISTS AND OTOLARYNGOLOGISTS 
PLAN JOINT DINNER MEETING IN NEW YORK, 21 SEPTEMBER 


The Society of Military Ophthalmologists and the Society of Military 
Otolaryngologists will hold a joint dinner meeting at the Shelton Hotel 
in New York City on 21 September 1954 in conjunction with the Seven- 
teenth International Congress of Ophthalmology and the annual meeting 
of the American Academy of Ophthalmology and Otolaryngology. 


Members of the two societies and all ophthalmologists and otolaryn- 
gologists on active duty with the armed services are invited. Reserva- 
tions should be sent to Colonel J. H. King, Jr., MC, USA, Secretary- 
Treasurer, Society of Military Ophthalmologists, Walter Reed Army 
Hospital, Washington 12, D. C. 
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Arteriovenous Fistula of the Lung 
Treated by Segmental Excision 
4 
RALPH P. CAMPANALE, Lieutenant Colonel, USAF (MC) 
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Je ROBERT R. SHAW, M. D. 
ny. N increasing number of cases of pulmonary arteriovenous 
a fistula are being recognized and reported, partly because 
' of routine chest roentgenography and partly because of 
56, alertness on the part of the medical profession. Definitive surgi- 
, cal intervention is being advised and accomplished with greater 
ad frequency, and the method which completely removes the lesion 


8. 


ia, 


while conserving as much normal lung tissue as possible (be- 
’ cause of the frequent occurrence of multiple lesions) is the 
most ideal. 


The clinical features of arteriovenous fistula of the lung were 

} excellently reviewed by Yater and associates.’ Parker and Stall- 
worth? emphasized the methods of surgical treatment of the re- 

ported cases. They described a unique surgical technic wherein 

the arteriovenous aneurysmal sac, the afferent artery, and ef- 

ferent vein were carefully excised without sacrifice of pulmonary 


ry | tissue. They collected a total of 78 cases from the literature; 
el ( 51 (65 percent) of these patients were treated surgically with.a 
n- mortality rate of 5.9 percent. Unilateral operation was performed 
ng in 46 patients (lobectomy in 26, pneumonectomy in seven, bi- 


lobectomy in seven, lingulectomy in one, wedge resection in 
one, pulmonary artery ligation in one, double ligation and divi- 


"| sion of an aberrant systemic artery in one, and double ligation 
- and division of an aberrant pulmonary artery in two patients). 
x Bilateral operation was performed in five patients (three wedge 
- excisions of the lung in one, lobectomy and contralateral seg- 


mental lobectomy in one, three lobectomies in one, lobectomy 
and wedge excision in one, and lobectomy and two wedge ex- 
cisions in one case). Twenty-five patients (32 percent) of the 
" 78 cases reviewed had multiple fistulas. More recently Glenn 
and associates® reported two additional cases treated by lobec- 
tomy in one instance and segmental lobectomy in the other. 
To the best of our knowledge, the segmental lobectomy in the 
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bilateral cases reported by Parker and Stallworth together with 
the case reported by Glenn, Harrison, and Steinberg and another 
by Blades‘ represent the only other reported instances of the 
segmental method of surgical treatment of this disease entity. 


In the case reported in this article, the patient had multiple 
arteriovenous fistulas, the largest of which was treated by ex- 
cision of the anatomical segment bearing the lesion. 


CASE REPORT 


A 21-year-old married white woman was first seen on 25 July 
1952 in the outpatient department of this hospital for a re-check 
roentgenogram because of a “spot on the lung.* Her character- 
istic history and physical findings, confirmed by fluoroscopic 
and roentgenographic findings, prompted the outpatient physi- 
cian to make a presumptive diagnosis of arteriovenous fistula 
of the lung, and to admit her to the hospital for further evalu- 
ation and treatment. 


Past history. The patient had been told by her mother that 
blueness of the lips and fingernails, and clubbed fingers had 
existed since infancy. Easy fatigability, breathlessness, and 
“throbbing of the heart® were evident early in childhood to such 
a degree that a school physician believed the patient to have 
heart disease and recommended complete avoidance of physi- 
cal exertion. Since her menarche, the patient had experienced 
frequent, severe, throbbing headaches preceded by dark spots 
in her vision, and followed by numbness of the tongue, mouth, 
face, and ear of the side opposite to the headache. These head- 
aches lasted from a few hours to several days and had not re- 
sponded to ordinary analgesics. Since the age of twelve she had 
had numerous nosebleeds. 


In July 1950, a routine survey roentgenogram of the chest 
revealed an abnormality in the patient’s left lung field. Subse- 
quent study included tuberculin test, serial roentgenographic 
examinations, and bacteriologic study of sputum and gastric 
washings. She was hospitalized in a sanatorium where addi- 
tional studies failed to make a definitive diagnosis. Pneumo- 
thorax was not done, but streptomycin and para-aminosalicylic 
acid were administered for five months during 1951. Additional 
periodic roentgenograms did not reveal a change in her lesion, 
and in January 1952 she refused exploratory thoracotomy. She 
had been unable to work because of weakness, fatigability, and 
breathlessness. She complained specifically of inability to en- 
dure one dance, climb one flight of stairs, or walk one block 
without moderately severe breathlessness. 
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Physical examination. The patient was a well-developed and 
well-nourished young woman with moderate cyanosis, most evi- 
dent in the lips and fingernails, and moderate clubbing of the 
fingers and toes. Her weight was 115 pounds; temperature, 98.4° 
F.; pulse, 78 per minute; respirations, 20 per minute; and blood 
pressure, 112/68 mm. Hg. Chest expansion, resonance, breath 
sounds, and fremitus were normal. A grade III systolic bruit was 
present over the left axilla and the left apex posteriorly. The 
heart was normal except for a grade I apical systolic murmur. 
Several small cutaneous telangiectases were present on her back. 





Figure 1. Preoperative posteroanterior view of the chest. 


Laboratory and roentgenographic findings. Erythrocyte and 
leukocyte counts, hemoglobin, urinalysis, serologic tests for 
syphilis, sedimentation rate, blood urea nitrogen, fasting blood 
sugar, blood culture, serum proteins, electrocardiogram, ballisto- 
cardiogram, and vital capacity were within normal limits. A 
phonocardiogram made over the left suprascapular area revealed 
a continuous murmur with systolic accentuation. The arm to lung 
(ether) circulation time was 4 seconds. 
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Roentgenograms of the chest revealed an irregular opaque 
shadow of homogeneous density, measuring about 3 by 4 by 3 cm., 
in the posterior apical segment of the left upper lobe; there were 
two prominent bandlike linear shadows passing from the mass 
to the left hilus which were interpreted as being vascular chan- 
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Figure 2, Preoperative lateral view of the left lung field. 


nels. On the right side were several similar linear shadows pass- 
ing into the right apex paravertebrally (figs. 1 and 2). Fluor- 
oscopy revealed definite pulsation of the mass in the left apex 
synchronous with the heart beat. A typical response to the Val- 
salva and Mueller tests was noted. Roentgenograms of the skull 
showed no abnormalities. 
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Angiocardiography was attempted, but was unsuccessful. 
Because of a marked nitritoid reaction to the 70 percent diodrast 
which was injected, it was considered unwise to repeat the pro- 
cedure. 

Preoperative course. After the diagnosis of arteriovenous 
fistula of the left upper lobe was established, the patient was 
discharged from the hospital on 8 August 1952, and readmitted 
on 18 November 1952 when the physical examination and repeated 
laboratory tests were unchanged. A similar lesion in the right 
upper lobe was strongly suspected. 





Figure 3. Photograph of the posterior segment of the left upper 
lobe with anomalous veins. 


Operation. On 19 November 1952, under endotracheal anesthe- 
sia, a left posterolateral thoracotomy was performed through the 
fifth intercostal space. A pulsating thin-walled bluishbrown 
mass, about 4 cm. in diameter, in the posterior segment of the 
upper lobe, presented on both posterior and lateral aspects. It 
was easily compressed between the fingers, and on palpation of 
the mass gave a distinct thrill. The distal portion of the lingula 
presented a patchy appearance from smaller masses of similar 
nature. A third such area, about'1.5 cm. in diameter, was visible 
on the anterior surface of the superior segment of the left lower 
lobe. 


Dissection was begun over the left pulmonary artery, and the 
branches to the apical and posterior segments were identified. 
The branch to the posterior segment was triply ligated and di- 
vided between the distal ligatures. Dissection in the interlobar 
fissure revealed an anomalous vein about 1 cm. in diameter 
which passed into the mass. This was similarly ligated and 
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divided. Segmental excision of the posterior segment was then 
performed, and additional large thin-walled veins were identified, 
ligated, and divided. These veins were observed to connect the 
fistula and hilus. 





Figure 4, Postoperative roentgenogram. 


The distal portion of the lingula was removed by wedge ex- 
cision, and the lesion in the superior segment of the lower lobe 
was obliterated by several interrupted mattress sutures. The 
left lung was completely expanded, and the thoracotomy wound 
closed in layers with interrupted cotton sutures, after inserting 
intercostal catheters in the second interspace anteriorly in the 
mid-clavicular line, and the eighth interspace in the mid-axillary 
line. Upon completion of the operative procedure, the patient’s 
general condition and color were excellent. 


Pathology report. The specimen (fig. 3) from the upper lobe 
was 4 by 3 by 0.9 cm. in size, pale and crepitant, showing sev- 
eral cystic areas on section. Histologic examination revealed 
collections of dilated vessels lined by endothelium and filled 
with blood, together with atelectatic lung parenchyma showing 
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moderate fibrosis. The specimen from the lingula was 2 by 2 by 
1 cm. and exhibited the same histologic appearance. 


Postoperative course. Recovery from the operation was en- 
tirely uneventful. The patient received parenteral penicillin and 
streptomycin for one week, and the wound healed per primum. 
The bruit over the left side of the chest was absent postopera- 
tively, and the color of her lips and nails was normal. The pa- 
tient was discharged, completely asymptomatic, on her fifteenth 
postoperative day (fig. 4). 

Follow-up. The patient was seen at regular intervals in the 
outpatient department for one year following her operation. She 
reported that she was able to walk three times as far as ever 
before without dyspnea, dance five dances, or climb two flights 
of stairs without distress. Her headaches diminished in fre- 
quency and severity. The bruit over the chest did not recur. 
Clubbing of the fingers diminished and cyanosis disappeared. 
Roentgenograms revealed the continued presence of the shadows 
on the right, but an entirely clear left lung field. 


Three months postoperatively she became pregnant, although 
she had complained of sterility for almost five years of marriage. 
Her prenatal period was uncomplicated although slight cyanosis 
became apparent during the last two months of gestation. De- 
livery was uneventful and a normal male infant was born on 
25 September 1953. 
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DIAGNOSIS OF CANCER OF THE LUNG 


The principal deterrent in the diagnosis of lung cancer is failure to 
appreciate the alarming frequency of this disease. Any pulmonary lesion, 
particularly in males over 40, should be considered lung cancer until 
proved otherwise. This is a realistic and factual conception. 


—BRIAN B. BLADES, M.D. 
in Pennsylvania Medical Journal, 
Pe 25; Jan. 1954 








Arteriomesenteric Obstruction of the 
Duodenum 


FERDINAND V. BERLEY, Commander (MC) USN 
ROBERT B. BROWN, Captain (MC) USN 


the popular subject of medical writing that it was 20 to 30 

years ago. Only seven case reports’™* have been found in 
a review of the American literature for the past 10 years, while 
well over 100 cases*~** were reported between 1920 and 1930. 
This marked discrepancy causes one to wonder whether we are 
failing to recognize this condition today or whether it was highly 
over-diagnosed in the past, 


eee obstruction of the duodenum is not 


As the name arteriomesenteric obstruction implies, the duo- 
denum is obstructed at the point where it passes beneath the 
superior mesenteric artery. Von Rokitansky’’ is credited with the 
first published description of the entity. Bockus** listed nine 
different theories which have been advanced to explain the mech- 
anism of such obstruction. A discussion of these is not within 
the scope of this presentation. 


The diagnosis of arteriomesenteric obstruction of the duodenum 
is difficult, if not impossible, to establish on the basis of the 
clinical picture alone. The patient is apt to be of the asthenic, 
lordotic type, this habitus accentuated by weight loss. Inter- 
mittent upper abdominal pain, cramplike in character, is the usual 
chief complaint. Often this is associated with nausea and vomit- 
ing. Eating, particularly large meals, will bring on the symptoms, 
and vomiting or lying down may relieve them. A barium study of 
the upper gastrointestinal tract will demonstrate the site of ob- 
struction with the proximal dilatation of the duodenum. This is 
particularly true if the roentgenographic examination is made at a 
time when the patient is having symptoms. 


A medical regimen may be successful in the treatment of arteri- 
omesenteric obstruction. Small but frequent feedings are recom- 
mended, The patient is instructed to lie in a head-down position 
after eating. If a long intestinal tube can be passed into the upper 
jejunum, it may be used in severely depleted patients for the 
introduction of feedings into the intestinal tract below the ob- 
struction. 


From U. S. Naval Hospital, Bethesda, Md. 
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If the patient does not improve on medical treatment, then 
surgical relief of the obstruction by duodenojejunostomy is indi- 
cated. This procedure was suggested by Bloodgood” in 1907, and 
a patient successfully treated by this method was reported by 
Stavely”® in the following year. The two patients presented here 
illustrate the salient points in diagnosis and treatment of arterio- 
mesenteric obstruction of the duodenum. 


CASE REPORTS 


Case 1. A 29-year-old man was admitted to this hospital on 
25 June 1952, complaining of intermittent abdominal pain, nausea, 
and vomiting of 30 days’ duration. The abdominal pain was lo 
cated in the epigastrium and left upper quadrant, with radiation 





Figure 1 (case 1). The duodenum filled to the point of obstruction. 


to the left costovertebral angle. The patient gave a history of 
recurrent attacks of similar pain during the preceding 10 years, 
with 12 hospitalizations. During this same period he had six to 
seven bouts of hematemesis, one in 1947 resulting in hospital- 
ization and transfusion. He had been told, on several occasions, 
that he was suffering from “ulcers” and had refused surgery. 


The physical examination at the time of admission showed 
a poorly nourished man appearing at least 10 years older than his 
chronological age. The abdomen was moderately tender in the 
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epigastrium and left upper quadrant, with rebound tenderness and 
slight voluntary muscle spasm. The bowel sounds were normal, 
There was also left costovertebral angle tenderness. 


For several days after admission the patient vomited small 
amounts (150 to 200 cc.) of blood-streaked gastrointestinal con- 
tent. He continued to complain of severe epigastric and left upper 
quadrant pain. The pain was not constant but recurred frequently. 





Figure 2 (case 1). Roentgenogram taken after some barium had 
been pushed through the point of obstruction. 


The intial treatment consisted of a Sippy diet, 0.4 mg. of 
atropine sulfate and 120 mg. of phenobarbital (luminal) every 
four hours. Because this was not helpful, two days later a Levine 
tube was placed in the stomach and connected to a Wangensteen 
suction apparatus. Fluids were administered parenterally and 
sedatives were given for pain. 


On 7 July, although still complaining of pain, the patient had 
improved sufficiently to tolerate an upper gastrointestinal roent- 
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genographic examination. The esophagus and stomach were nor- 
mal, A dilated but otherwise normal appearing duodenum filled 
well up to a point of obstruction at the site of crossing of the 
superior mesenteric vessels (fig. 1). There was considerable 
delay at this point, but the examiner was able to push some bari- 
um through (fig. 2). After one hour, the barium which had passed 
through the obstruction demonstrated a peculiar configuration 
of the jejunum and first portion of the ileum (fig. 3). These loops 
were bunched in the center of the abdomen as though contained 
in a bag. Although obstruction of the duodenum at the point of 
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Figure 3 (case 1). Roentgenogram taken one hour after the 
barium had passed through the obstruction. 


crossing of the superior mesenteric vessels had been demon- 
strated, these additional findings on roentgenographic examination 
were suggestive of paraduodenal hernia. 


On 11 July, a laparotomy was performed under general anes- 
thesia, There was no evidence of old or recurrent ulceration of 
the stomach or duodenum. The duodenum was found to be dilated 
about three to four times the normal diameter. This dilatation 
was seen to end abruptly at the point where the superior mesen- 
teric artery crossed the bowel. Beyond this, the jejunum and 
ileum were perfectly normal in size. No paraduodenal hernia was 
present; however, the mesentery of the upper small bowel was 
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abnormally short. This latter finding probably accounted for the | 
bunching of the upper intestinal loops in the midline as demon- ha 


















strated in figure 3. A duodenojejunostomy was performed. tw 
ol 
Recovery was uneventful and the patient was able to eat nor- We 
mally without pain or nausea at the time of discharge from the ap} 
hospital on 28 July 1952. Repeated attempts to locate this patient 
for follow-up studies have been unsuccessful. 
Figure 4 (case 2). The distorted duodenal cap with two pseudodiverticula and 
widening of the second and third portions. | 
Case 2. A 44-year-old woman was admitted to this hospital on bit 
14 June 1953, with a 13-year history of recurring attacks (four to Wty 
five times a year) of upper abdominal pain. This pain occurred “ 
after meals and was relieved by the passage of time or by vom- : 
iting. In addition to pain, the patient complained of almost con- tia’ 
tinuous nausea after meals, especially if a normal amount of food Wei 
was taken. As a result of the second complaint, she had limited ( 
her intake to small amounts of liquids and soft foods. sia 
A diagnosis of duodenal ulcer had been suggested by a barium ed. 
study of the gastrointestinal tract in 1950. At the same time a The 
barium enema and cholecystogram were negative. The patient had sta 
been placed on an ulcer regimen with but partial relief of her col 


symptoms. 





r= 
1e 
it 


i 


_— «6 


oc Se" —_ 


July 1954) CASE REPORTS—ARTERIOMESENTERIC OBSTRUCTION. 1049 


By early 1953 a series of gastrointestinal barium examinations 
had repeatedly demonstrated a badly distorted duodenal cap with 
two pseudodiverticula, and a widening of the second and third 
portions of the duodenum with to and fro peristalsis (fig. 4). In 
the erect position, marked visceroptosis was noted and the barium 
appeared to hang in the widened duodenum (fig. 5). Despite active 





Figure 5 (case 2). Roentgenogram taken in the erect position. 
The barium appears to hang in the widened duodenum. 


peristalsis, it failed to pass a point of obstruction where the 
superior mesenteric vessels cross over the bowel. The obstruction 
was relieved, however, when the patient became supine. 


The physical examination at the time of admission was essen- 
tially negative except for obvious undernourishment. The patient 
weighed 93 pounds, 20 pounds under her normal weight. 


On 18 June, a laparotomy was performed. The duodenal cap was 
scarred and two small false duodenal diverticula were demonstrat- 
ed. There was no evidence of acute ulceration or inflammation. 
The duodenum distal to the cap was markedly dilated. In its empty 
state it appeared to be about twice the size of the transverse 
colon. Further examination showed that this dilatation ended 
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abruptly at the point of crossing of the superior mesenteric artery. 
A duodenojejunostomy was performed. 


The patient’s postoperative course was uneventful and she was 
discharged on the eighth postoperative day. At a six-month follow- 
up she reported a gain of 12 pounds in weight and complete free- 
dom from symptoms. 


Figure 6 (case 2). Roentgenogram, taken 11 February 1954, 
eight months after operation. 


at 


On 11 February 1954, the patient developed acute midepigastric 
pain and was brought into the hospital for treatment and study. 
She responded rapidly to an ulcer regimen (which:she had dis- 
continued). A repeat gastrointestinal series showed no persist- 
ence of the duodenal dilatation and obstruction (fig. 6). The de- 
formity of the duodenal cap with the two pseudodiverticula was 
still present but unchanged since the last examination. At no time 
since surgery had the patient suffered a recurrence of the nausea 
and vomiting that she previously experienced. 
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DISCUSSION 


Arteriomesenteric obstruction is seen most commonly in the 
visceroptotic person. The weight of the small bowel hanging 
from a long mesentery is thought to cause tension on the vessels 
and pressure where they cross the duodenum. This appeared to be 
the situation in the second patient. On the other hand, the first 
patient’s obstruction was associated with a short mesentery. 
Duval, Roux, and Béclére** postulate that, with an abnormally 
short mesentery, the intestinal loops hang free without the partial 
support of the abdominal wall or pelvis. In this fashion, tension 
and obstruction may be produced. 


Both patients, at one time or other prior to admission, had been 
diagnosed and treated for peptic ulceration without relief of symp- 
toms. Nothing was found at operation in the first patient to sup- 
port this diagnosis. The scarring and distortion of the duodenal 
cap of the second patient may well have been the residua of peptic 
ulceration. The single postoperative attack of epigastric pain 
which responded so promptly to an ulcer regimen would further 
strengthen the diagnosis. 


SUMMARY 


In two patients with arteriomesenteric obstruction of the duo- 
denum, the complaints of both dated back for 10 years or more, 
unexplained and unrelieved by numerous studies, a variety of 
treatments, and repeated hospitalizations. Once the correct di- 
agnosis of each patient’s condition was suspected, confirmatory 
surgical exploration was carried out, and a duodenojejunostomy 
was performed to relieve the obstruction. 
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MEDICAL ASSOCIATION MEETING IN PANAMA 





Physicians from 21 South and Central American countries attended the recent 
annual meeting of the Medical Association of the Isthmian Canal Zone in 
Panama City under the presidency of Dr. Ll. J. Strumpf, chief of obstetrics and 
gynecology at Gorgas Hospital. Shown above during the meeting at the exhibit 
on malaria prepared by the Armed Forces Institute of Pathology are, left to 
right: Dr, I. S. Ravudin, John Rhea Barton Professor of Surgery, University of 
Pennsylvania School of Medicine, and member of the Civilian Health and Medi- 
cal Advisory Council to the Assistant Secretary of Defense (Health and Medi- 
cal); Dr. Strumpf; Col. Joseph R. Shaeffer, MC, USA, Chief Surgical Consultant, 
Office of the Suwgeon General, U. S. Army; and Col. George E. Leone, MC, 
USA, Surgeon, U. S. Army Caribbean. 
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Eosinophilic Granuloma of the Skull 


SIDNEY W. GROSS, mM. D. 
NATHAN SAVITSKY, M. D. 


ficult problems in differential diagnosis. The final diag- 

nosis often remains unsolved until the lesion is removed 
and studied microscopically. In the consideration of such path- 
ologic processes, eosinophilic granulomas must be kept in mind. 
Although an uncommon condition, within the past few months we 
have observed two patients with solitary destructive lesions of 
the skull which proved to be eosinophilic granulomas. 


CASE REPORTS 


Case 1. A 17-year-old girl was admitted to this civilian hos- 
pital on 14 September 1952 complaining of a tender spot in the 
right frontal region. She had been well until about 1 August when 
she developed an upper respiratory infection. A few days later 
in the right frontal bone just above the hairline she noted a 
painful tender swelling. After several weeks the pain subsided, 
but the tenderness persisted. 


Local tenderness in the right frontal area just within the hair- 
line was the only abnormal physical finding. 


[LD “tice probie lesions of the skull frequently present dif- 


No eosinophils were observed in the peripheral blood and the 
urine was negative for Bence Jones protein. Roentgenograms of 
the skull showed, in the right frontal region anterior to the 
coronal suture, an irregular area of decreased density which 
measured 12 by 20 mm. and involved both tables of the skull 
(fig. 1). 

On 17 September, under local anesthesia, the lesion was ex- 
cised. When the periosteum was stripped, there was a well- 
circumscribed area about 20 mm. in diameter, roughly circular 
in shape, pink in color, and slightly rough. The bone was soft. 
The lesion, including a section of normal bone, was completely 
removed. The wound healed promptly and the patient had no 
further symptoms. Microscopic examination of the lesion re- 
vealed areas of loose fibrous connective tissue with spicules 
of bone and extensive eosinophilic and round cell infiltration in 
other areas (fig. 2). 





From Montefiore Hospital, New York, N. Y. Dr. Gross is consultant in neurosurgery to 
Surgeon, First Army, Fort Jay, N. Y. 
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Case 2. A 24-year-old woman was admitted to the hospital on | ‘Fr 
20 April 1953 because of a painful soft spot in the left parietal Ma 
bone. Her illness began in the fall of 1952 when she noted an in- of 
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Figure 2 (case 1). Photomicrograph of lesion removed at operation. 
(Hematoxylin and eosin stain, X 250) 
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termittent throbbing pain on the left side of the head. Karly in 
March, an area of softness developed in the left posterior portion 
of her head. An area of localized tenderness in the left parietal 
bone was the only abnormal physical finding. Roentgenograms 
showed a punched-out, roughly circular destructive. lesion about 
20 mm. in diameter (fig. 3). Laboratory studies of the blood and 
urine were negative. 
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Figure 3 (case 2). Punched-out circular defect in the left parietal bone. 


On 21 April, under local anesthesia, the lesion was excised. 
The periosteum over the involved bone contained dilated, radially 
arranged blood vessels. Both tables of the skull were destroyed 
by the lesion, which was firmly adherent to the dura. On removal, 
the mass was firm. and tough in consistency, and pearl gray in 
color. Microscopic examination showed the lesion to consist of 
dense connective tissue interspersed with round cells and eosino- 
phils (fig. 4). 


DISCUSSION 


Eosinophilic or solitary granuloma of bone has been recognized 
as a definite clinical entity within the past few years, having 
been reported independently in 1940 by Lichtenstein and Jaffe,' 
and Qtani and Ehrlich.? There is considerable difference of 
opinion as to whether or not this affection is a distinct clinical 
entity. Green and Farber,’ on the basis of a study of 10 patients 
with such lesions, concluded that eosinophilic granuloma, Hand- 
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Figure 4 (case 2). Photomicrograph of lesion showing infiltration of connec- 
tive tissue with round cells and eosinophils. (Hematoxylin and eosin stain, as 
x 250) { um< 
Schiller-Christian disease, and Letterer-Siwe disease constitute | “yp 
different clinical expressions of the same basic disorder. On the | less 


other hand, Otani and Ehrlich were of the opinion that solitary | ie 


incre 


granuloma of bone and Hand-Schiller-Christian disease should 


be classified in separate categories. las 


From a practical standpoint, it seems best to consider eosino- | grou 
philic granuloma as an independent disorder although related in | altie 
many respects to Hand-Schiller-Christian and Letterer-Siwe dis- of n 
eases. Eosinophilic granulomas are usually found as solitary remce 
lesions and the skull is the most common site. When multiple com 
foci are present the ribs, skull, femur, vertebrae, pelvis, man- | able 
dible, and humerus are involved in that order of frequency. Al- 
though the lesion occurs more often in children and adolescents, 
cases in infants, young adults, and middle-aged persons have 
been reported. 
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The diagnosis should be suspected whenever a single, painful, 
tender, and swollen lesion is found involving the skull of a child 
or a young person. Roentgenograms of the skull disclose a 
sharply circumscribed bone defect of geographic outline. The 
margins of the defect are well defined without surrounding 
sclerosis, and both tables are equally involved. A final diag- 
nosis must be withheld until the removed specimen has been ex- 
amined microscopically. 


As far as treatment is concerned, surgical excision is the meth- 
od of choice. This provides an adequate specimen for study and 
also obviates the need for x-ray therapy. If the diagnosis can be 
established with certainty by needle biopsy, then x-ray therapy 
alone apparently results in complete clinical cure. In our ex- 
perience, however, needle biopsies have often yielded unsatis- 
factory material for definitive diagnoses. 


REFERENCES 


1. Lichtenstein, L., and Jaffe, H. L.: Eosinophilic granuloma of bone, with report of 
case. Am. J. Path. 16: 595-604, Sept. 1940. 

2. Otani, S., and Ehrlich, J. C.: Solitary granuloma of bone simulating primary neo- 
plasm. Am. J. Path. 16: 479-490, July 1940. 

3. Green, W. T., and Farber, S.: “Eosinophilic or solitary granuloma” of bone. J. 
Bone & Joint Surg. 24: 499-526, July 1942. 





MEDICAL SERVICE IN DISASTER AREA 


In the light of the destructive possibilities of total war it becomes 
increasingly apparent that much of the medical responsibility for 
human salvage in the event of national disaster will rest with the 
satellite communities surrounding our larger cities. The area concept 
of responsibility must be stressed and closely coordinated plans 
developed between the metropolitan unit and the adjacent towns. With 
the loss of hospital facilities in one area patients must of necessity 
be moved to more distant satellite centers for medical care. Profes- 
sional teams from peripheral towns must be organized to move toward 
ground zero in order to triage and render emergency aid to the casu- 
alties. The Armed Forces have long recognized this basic principle 
of medical organization and established a chain of patient evacuation, 
temoving the wounded to satellite hospital units beyond the zone of 
combat destruction where adequate personnel and facilities are avail- 


| able. —MELVIN A. CASBERG, M. D. 


in Postgraduate Medicine, 
p- 87, Jan. 1954 















Foreign Body (Light Bulb) in the 
Rectosigmoid Colon 
ROBERT C. HUNTER, Jr., Lieutenant Colonel, MC, USA 


OREIGN bodies inserted in the anus for a variety of reasons 
may slip into the rectum. It may be accidental, such as 
the loss of a thermometer or rectal tube. It may be done 

maliciously, often with considerable trauma even to the point 
of perforation of the bowel. It may be for claimed therapeutic 
reasons, such as the replacement of hemorrhoids or the relief of 
constipation. At times the patient admits that the act was a form 
of perversion, 


CASE REPORT 


A 25-year-old white merchant seaman on admission to the hos- 
pital gave a history of constipation for five days which he at- 
tempted to relieve the evening before by inserting the glass end 
of a cylindrical light bulb through the anus. The bulb slipped 
from his grasp into the rectum. He continued to pass gas, but 
had no bowel movements. The afternoon of admission he was 
examined in the dispensary where a roentgenogram of the abdomen 
showed the light bulb in the sigmoid colon, but it was not visible 
on proctoscopy to 24 cm. 


He was depressed and anxious. A hard, freely movable mass 
could be felt in the left lower quadrant of the abdomen. The 
threaded end of the electric light bulb could be identified high 
in the rectum on digital examination. Sigmoidoscopy to 18 cm. 
revealed the base of the bulb at the rectosigmoid junction. A 
roentgenogram of the abdomen showed the intact bulb lying within 
the sigmoid colon in the left lower quadrant (fig. 1). 


Attempts to remove the bulb by passing a ligature or a wire 
snare over the threaded base were unsuccessful. The bulb could 
be drawn down into the rectal ampulla, but the ligatures and 
snares invariably slipped off and the bulb retreated promptly to its 
previous position. The patient was then given a saline purge of 
30 grams of magnesium sulfate followed by a similar dose 3 hours 
later. Four hours after the second dose he passed the bulb with- 
out difficulty. The bulb proved to be a 40-watt cylindrical type 


From Tripler Army Hospital, Honolulu, T. H. 
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of electric globe (fig. 2). Its base had been loosened by the pro- 
longed soaking. 





Figure 1, Roentgenogram of abdomen, showing light bulb in sigmoid colon, 


DISCUSSION 


Light bulbs in the rectum have been reported previously. Ros- 
ser’ removed a 40-watt bulb from the lower sigmoid colon under 
caudal anesthesia by packing it in gauze and then breaking it. 
Alley’s? patient had a 30-watt bulb in the rectal ampulla, inserted 
by some “friends” during a drinking party. He removed it in a 
similar manner. Kratochvil’® reported a light bulb which had al- 
ready been broken within the rectum, causing considerable bleed- 
ing. He removed the fragments separately without perforating the 
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bowel. McLeod* removed a 40-watt bulb from the rectum by di- 
lating the anus then delivering it, using 2 large tablespoons in 
the manner of obstetrical forceps. McLean and Smathers*® removed 
a 100-watt bulb from the rectum, but did not state the method of 
removal, although they suggested the tablespoon technic if the 
base of the bulb were cephalad. 





Figure 2, Illustrating size of the light bulb. 


Most authors correctly condemn the use of purges as a method 
of treatment of foreign bodies in the rectum, principally because 
of the hazard of perforation of the bowel. They also caution about 
the avoidance of trauma with any method of removal for the same 
reason. The saline purge used in this case is not recommended 
for general use. The smooth cylindrical contour of the bulb in 
this patient was so similar to the size and shape of a large firm 
stool that it did not appear possible that harm could result. A 
further factor of safety lay in the nature of a saline purge, which 
would tend to cause liquid fecal matter to leak around the ob- 
struction if expulsion failed. 


REFERENCES 


1, Rosser, C.: Colonic foreign bodies. J. A. M. A. 93: 368°369, Aug. 3, 1929. 

2. Alley, R. C.: Unusual foreign body in rectum. Kentucky M. J. 35: 67, Feb. 1937. 

3, Kratochvil, K.: Ungewohnlicher Fremdkorper im Rektum. Zentralbl f. Chir. 64: 
2308, Oct. 2, 1937. 

4. McLeod, F. H.: Removal of foreign bodies in rectum. Canad, M. A. J. 57: 488, 
Nov. 1947. 

5. McLean, D. W., and Smathers, W.: Treatment of injuries to anus and rectum. S, Clin, 
North America 1193-1206, Aug. 1953. 
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CLINICAL NOTES 


MODIFICATION OF LARYNGOSCOPE FOR 


INTUBATION 


JOHN A. JENICEK, Major, MC, USA 


JOHN F. PFEFFER, Lieutenant Colonel, MC, USA 


NDOTRACHEAL intubation during anesthetic procedures 
E requires a more versatile and useful instrument than the 
standard folding laryngoscope (Stock No. 3-460-340 Armed 
Services Catalog of Medical Materiel), We have accomplished a 
modification of the blade of this laryngoscope which permits its 
use in a wider variety of patients and increases its usefulness. 


aa 


LecmM. 








Figure 1, Photograph of laryngoscope. (A) Prior to modification. The white 
line indicates the area to be removed. (B) The modified laryngoscope. 


Modification of this instrument is desirable first, because ‘it is 
the standard item for use in the Armed Forces medical services 
and it will be issued until present stocks are exhausted although 
the newer type laryngoscope with three hook-on blades has been 
adopted as standard, Second, the proximal end of the tubular 
blade of this instrument is 1.6 cm. in diameter (fig. 1), which 
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limits its use tointubation of adult patients of the “wide-mouthed” 
types. This has been disadvantageous for medical officers in 
smaller hospitals in giving general anesthesia to children. 






We modified this laryngoscope by grinding down the tubular 
portion of the blade along the line shown in figure 1A. The grind- ; 
ing is carried close to but does not include the wire leading to 
the bulb at the tip of the blade. The ground edge is given a 
smooth finish to eliminate rough edges which might traumatize 
the pharynx or larynx. 


The finished product (fig. 1B) is a laryngoscope with a blade 
which has retained its cylindrical design sufficiently to remain 
strong at points of stress. The tubular design at the proximal end 
of the blade has been eliminated and the instrument can be used 
in adult patients with small oral cavities and in most children, 
even those as young as age three or four years. 


The only instance in our experience in which this modified 
blade was unsatisfactory, was in the attempted intubation of a 
270-pound man. During the procedure the blade bent near the 
proximal end, Otherwise this modified scope has been highly 
satisfactory for use in laryngeal visualization prior to intubation. | 


s— 


R. S$. V. P. | 


It has been said that effective psychotherapy for the mild anxiety 
states can be summed up by the letters R.S.V.P, “R” stands for re- 
assurance. *S” stands for suggestion which includes everything from 
verbal suggestion to hypnosis as well as the occasional use of me- 
chanical devices such as high frequency currents, massage, and relax- 
ing exercises. “V” stands for ventilation. It is extremely important to 
allow the patient totalk his troubles out. This requires patient listening 
by the doctor. “P” stands for persuasion. The patient must be persuad- 
ed to persevere in his efforts to get well, to co-operate with his physi- 
cian, to attend to his physical as well as to his mental hygiene, not to 
rely too much upon pills and potions, and to participate in activities 
of which he formerly was afraid. 


——» 


—GORDON R. KAMMAN, M.D. 
in Journal Lancet, 


P- 61-62, Feb. 1954 
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OFFICIAL DECORATIONS 


LEGION OF MERIT 


Robert J. Benford, Col., USAF (MC) 
Roland K. Charles, Jr., Col., MC, USA 


Charles K. Holloway, Lt, Comdr. (MC) USN 


Raymond J. Karpen, Lt, Col., MSC, USA 
Edgar L. Olson, Col., USAF (MC) 


BRONZE STAR MEDAL 
James S. Abercrombie, Jr., Ist Lt., MC, USA Lynn B. Moore, Ist Lt., MSC, USA 


Cloice H. Biggins, Capt., MC, USA 
Donale L. Brubaker, Lt. Col., USAF (MC) 
Raymond L. Butler, Capt., USAF (MC) 
Walter J. Cochran, Ist Lt., MC, USA 
Jesse D. Cone, Capt., MC, USA 

Paul B. Cooke, Capt., MC, USA 

Frank DeBellis, 1st Lt., MSC, USA 
Orville J. Eslick, Lt. Col., USAF (MSC) 
Maurice J. Fitzgerald, Ist Lt., MSC, USA 
Edward M. Fugate, Lt. (MC) USNR 
Russell C. Goldbaum, Ist Lt., MC, USA 
James I. Gracyalny, 2d Lt., MSC, USA 
Martin L. Hensley, Capt., USAF (MSC) 
Frederick W. Holzwarth, Ist Lt., MSC, USA 
Joseph Israeloff, 1st Lt., MSC, USA 
Clarence E. Johnson, Lt. Col., MC, USA* 
Thaddeus F. Kryshak, 2d Lt., MSC, USA 
George S. Lavenson, Maj., MSC, USA 
William C. Marrett, Maj., USAF (MC) 


John A. Nichols, Capt., USAF (MC) 
Arthur G. O’Leary, Ist Lt., MC, USA 
Roland H. Ostrander, Maj., MSC, USA 
John C. Patrick, Ist Lt., USAF (MSC) 
Henry D. Perry, Ist Lt., MC, USA 
Morton Pinsky, Capt., USAF (MC) 
Robert J. Preston, Maj., USAF (MSC) 
Thomas P. Reidy, Ist Lt., MSC, USA 
Donald E. Reiner, Lt, Col., MC, USA 
Carl B. Richey, Jr., Maj., MC, USA 
Jerome M. Rini, Capt., MC, USA 

Earl L. Russell, Jr., Capt., MSC, USA 
Charles G. Samaha, Capt., MSC, USA 
James L. Scales, Maj., USAF (DC) 
James A. Seitz, Ist Lt., MSC, USA 
Jack C. Shrader, Lt. Col., USAF (MC) 
Lawrence Snyder, Capt., MSC, USA 
William L. Strecker, Capt., MC, USA 
Robert B. Tator, Capt., MC, USA 


Archibald G, M. Martin, III, Maj, USAF (MC) Welson G. Thyberg, Ist Lt., MC, USA 


James R. McLaughlin, Jr., Capt., MC, USA 
Fred R. Merrifield, Jr., Capt., MC, USA 
Neill D. Miller, 1st Lt., MC, USA 


Harry E. Webb, Capt., USAF (MSC) 
Claude O. Wilder, Lt, Col., USAF (VC) 


COMMENDATION RIBBON 


Harris R. Anderson, Ist Lt., USAF (MC) 
Paul A. Armstrong, Ist Lt., MC, USA 
Charles A. Berry, Capt., USAF (MC) 
Joseph Biros, Ist Lt., MSC, USA 
Edwin C. Campbell, Ist Lt., MSC, USA 
Andrew J. Coyler, Lt. Col., MSC, USA 
Clinton P. Davis, Jr., Maj., USAF (DC) 
Robert L. Dotson, 2d Lt., MSC, USA 
Edward Gartman, Maj., MC, USA 
George B. Heckler, Ist Lt., MC, USA 
James G. Hicks, Ist Lt., MSC, USA 
William P. Jolly, Ist Lt., MC, USA 





*Oak Leaf Cluster. 


George S. Lybarger, Lt. (DC) USNR 
Joseph A. Maskel, Maj., MSC, USA 
Daniel I. McAllen, Ist Lt., USAF (MSC) 
Harry M. McCormick, Lt, (MC) USN 
Robert Norman, Ist Lt,, DC, USA 
Jerome A. Paparella, Capt., MC, USA 
William J. Reals, Capt,, USAF (MC) 
Arnold M. Reeve, Capt., MC, USA 
William A. Schwader, Ist Lt., MSC, USA 
Frances P. Taylor, Capt., MSC, USA 
Antonio A. Versaci, Capt., MC, USA 
George C. Weinland, Capt., MC, USA 


The names of officers of the medical services who have been awarded decorations by 
the United States Army, Navy, or Air Force are published in this department each month 
following receipt of information from official sources. —Editor. 
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REGULAR MEDICAL CORPS OFFICERS 


CERTIFIED BY SPECIALTY BOARDS 


The American Board of Pathology 


A total of 73 regular Medical Corps officers of the Army, Navy, 
and Air Force are currently certified by the American Board of 
Pathology, according to information received from the Surgeons 
General of the respective military departments. Activated in 
1936 this specialty board on 30 June 1953 had issued certificates 


to 2,494 physicians. Those in the armed services are: 


Roland S. Aronson, Lt. Col., USA 
Theodore R. Austin, Capt., USN 
William W. Ayres, Comdr., USN 


Milward W. Bayliss, Col., USA 
Abram S. Benenson, Lt, Col., USA 
Roberto E. Benitez, Maj., USA 
Boyd K. Black, Lt. Comdr., USN 
Alfred S. Blauw, Lt. Col., USA 
Joe M. Blumberg, Col., USA 
Charles Boonstra, Lt., USN 
Andrew F. Braff, Comdr., USN 
Charles G. Bratenahl, Lt. Comdr., USN 
Charles E. Buck, Capt., USA 
William C. Butz, Lt. Col., USA 


Robert L. Cavenaugh, Lt. Col., USA 
Francis E. Council, Col., USA 


Elbert DeCoursey, Brig. Gen, USA 
Henry R. Delaney, Lt., USN 


Kenneth F. Ernst, Col., USA 


Charles J. Farinacci, Col., USA 
Lester W. Fix, Lt. Comdr., USN 
Roger H. Fuller, Comdr., USN 


Hugh R. Gilmore, Jr., Col., USA 


James B. Hartney, Maj., USA 
James W. Haynes, Maj., USAF 
Hugh B. Hoeffler, Lt. Col., USA 
Robert L. Hullinghorst, Col., USA 


Nelson S. Irey, Lt. Col., USA 


Edmund R. Kielman, Lt, Col., USA 
Robert J. Kleinhenz, Lt., USN 
Dwight M. Kuhns, Col., USA 


This is the tenth of a series. The names of officers certified by the American Board 


John D. Langston, Comdr,, USN 
Raymond J. Leffler, Lt., USN 
Paul C. LeGolvan, Lt. Col., USA 
Carl J. Lind, Jr., Col., USA 


William F. MacGillivray, Capt., USA 
Frank A. Mantz, Jr., Lt. Col., USA 
Vernon E. Martens, Comdr,, USN 
John W. Mason, Capt., USA 

George J. Matt, Col., USA 

Russell M. Maynard, Comdr., USN 
George E. Meador, Comdr,, USN 
William A. Meriwether, Capt., USA 


Hugh V. O’Connell, Comdr,, USN 


Vernon D. Pettit, Lt. Col., USA 
Wilmot F. Pierce, Comdr., USN 
Thomas F. Puckett, Jr., Maj., USA 


Alan Raftery, Lt. Coma, USN 
Robert F. Ranson, Capt., USA 
Albert M. Richmond, Col,, USA 


John S. Shaver, Comdr,, USN 
Marvin F. Sherrill, Lt. Comdr., USN 
Harold E. Shuey, Lt. Col., USA 
William M. Silliphant, Capt., USN 
Bruce H. Smith, Lt. Comdr,, USN 
Helmuth Sprinz, Lt. Col,, USA 
Gilbert B. Stansell, Lt. Col., USA 
Arthur Steer, Lt. Col., USA 


Carl F. Tessmer, Lt. Col., USA 
LeGrand H. Thomas, Capt., USA 
Ralph M. Thompson, Col., USAF 
William D. Tigertt, Lt. Col., USA 
Frank M. Townsend, Lt. Col., USAF 
John L. Tullis, Comdr., USN 


of Anesthesiology will be published in the August issue. 
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James A. Turner, Comdr., USN William L. Wellbrock, Capt., USN 
Richard B. Williams, Comdr., USN 
Howard A, VanAuken, Col., USA Herbert Wilson, Jr., Comdr,, USN 


Colin F. VorderBruegge, Lt. Col., USA 


Russell H. Walker, Capt., USN 
Calvin J. Wegner, Maj., USA 


Lorenz E. Zimmerman, Lt. Col., USA 





AIR FORCE HONORS FIRST SURGEON GENERAL 





A mew barracks for medical airmen at the U. S. Air Force Hospital, Weis- 
baden, Germany, was named General Grow Hall in honor of the first Surgeon 
General of the Air Force, Maj. Gen, Malcolm C. Grow, USAF (ret.), at dedica- 
tion ceremonies on 14 May 1954. Shown in the new building before a bronze 
plaque, which was umeiled by Maj. Gen. Mark E. Bradley, USAF, Deputy 
Commander-in- Chief, U. S. Air Forces in Europe, are from left to right: Maj. 
Gen. Harry G. Armstrong, USAF (MC), Surgeon General of the Air Force; Gen. 
Bradley; Maj. Gen. Dan C. Ogle, USAF (MC), Surgeon, USAFE; and Col, Harold 
F. Funsch, USAF (MC), hospital commander. Gen, Ogle has beer designated to 
succeed Gem. Armstrong as Surgeon General. 








CORRESPONDENCE 


To the Editor:—I have just been looking over the May issue of the 
Journal, and congratulate you on the format and general appearance, 
but particularly on the contents. It is a first class production, well 
worthy of the establishments that it represents. 


JOSEPH GARLAND, M. D. 
Editor, The New England Journal of Medicine 
Boston, Mass. 


TRAINING IN THE SEVENTH ARMY 


(The following letter was written to Brig. Gen. W. L. Wilson, Surgeon, 
Seventh Army, by a medical officer who was leaving his command. —Editor) 


Dear Sir:—A civilian physician’s experiences in our present cold 
war Army I’m sure could cover many pages, but I am interested in re- 
lating but one aspect of it—the so-called “field duty” for the physi- 
cian here in Germany. It seems catastrophic enough when one is plucked 
from active practice and placed into the Army Medical Corps to serve 
out his time; but then when he finally does arrive at his duty station 
only to find he is attached as medical officer to an artillery unit, or a 
tank company, the gloom seems to seal him over completely, and he 
thinks his entire professional career is gone. 


It is only after a while that he begins to appreciate the importance 
of his job as a medical officer in a group of men and the responsibili- 
ties of having a command. He finds out how the Army gets the job done. 
He realizes that the training he is getting is the kind of thing that’s 
going to pay off, when and if that day of oblivion should arrive and the 
U. S. goes into all-out war. He is being trained to be a good Reserve 
officer, and he knows it. It becomes apparent, too, that his professional 
career is far from ruined or upset, and that this interjected change is 
but part of the over-all training that is going to make up our doctor of 
today. 


The Seventh Army is doing a fine job of training its men to prepare 
themselves for the defense of our democracy. It is also doing a fine job 
of training our doctors to back them up, when and if the need should 
ever come. I am proud to have served with the Seventh Army, and I 
would like to thank them for the training I have had. 


Sincerely, 
A Civilian Physician Away From Home 


1066 





the 
nce, 
ve I] 


old 


si- 
ed 
ve 
ion 


he 


ice 


re 
ob 
ld 
Le 


| 





A MESSAGE FROM THE A.M. A. 


In the June issue part of the first year’s results of an opinion 
survey conducted by the Council on National Emergency Medical 


| Service of the American Medical Association in connection with 


physicians being released from active military service was sum- 
marized. The remainder of the results of the survey are summa- 
rized here. 


Reserve status. Most of the physicians answering the ques- 


| tionnaires indicated that they still had their reserve commissions. 
| The percentage was somewhat higher in the Navy than in the 


Army or Air Force. 


Government-paid medical education. A majority of those re- 
sponding had received assistance in their medical education 
from the Government. A total of 754 said they had received no 
assistance. The program under which the largest number had 
received assistance was the Navy V-12 program, while the next 
largest number received assistance under the Army Specialized 
Training Program. Some received training under the ‘‘G. I. Bill” 
through the Veterans Administration, and several listed a com- 
bination of various programs. 


Training received while in service. A total of 1,371 of those 
who served in the Army, 1,691 in the Navy, and 856 in the Air 
Force stated that they had received additional training or ex- 
perience in service schools, including the Medical Field Serv- 
ice School, the School of Aviation Medicine, Amphibious Forces 
Training, et cetera. 


Evaluation of medical military training. A majority of the 
physicians filling out the questionnaires believed that all im- 
portant features of military medical training had been covered. 
A small number stated that the training was unsatisfactory, with 
no reason given; others stated it was unsatisfactory and gave 
their reasons. About 20 percent did not respond. 


Evaluation of assignment. A large majority of the physicians 
(82.3 percent of those in the Army, 79.5 percent of those in the 
Navy, and 81.9 percent of those in the Air Force) indicated they 
were properly assigned. A less decisive majority (about 46.4 
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percent of those in the Army, 69.9 percent of those in the Navy, 
and 39.6 percent of those in the Air Force), however, responded 
favorably to the question as to whether they were properly 
rotated, 


Assignments. One of the questions was designed to determine 
the amount of time spent by physicians on various types of as- 
signments.. Many of the respondents neglected to answer the 
question and others answered it only in part. For this reason, 
the analysis is confined to the amount of time spent on the treat- 
ment of military personnel and their dependents in the United 
States and overseas. The survey shows, in terms of percentage 
distribution by allocation of duties, that, of those assigned to 
domestic duty stations, 53.4 percent were engaged in providing 
medical care for military personnel, 28.3 percent in providing 
care for dependents of military personnel, and 18.3 percent on 
“other” assignments. Of those assigned to overseas duty sta- 
tions, 51.8 percent were engaged in supplying medical care for 
military personnel, 23.8 percent in caring for dependents of 
military personnel, and 24.4 percent on “other” assignments. 


—— 


Types of nonmilitary medical care provided. There were ques- | 


tions designed to determine the type of medical care provided by 
physicians in uniform for other than military personnel. The 
answers disclose that in the Army and Navy the type of medical 
care most frequently provided was outpatient care, while in the 
Air Force it was obstetrics and gynecology. 


Duties that could have been performed adequately vy other 
personnel. A total of 3,448 physicians answered the question 
relating to duties which could have been performed by other 
personnel. About 41.4 percent in the Army, 49 percent in the 
Navy, and 65.7 percent in the Air Force stated their duties could 
have been performed by other personnel, such as nurses, enlisted 
personnel, civilian medical personnel, health personnel other 
than physicians, and others not specified. 


Physicians who would voluntarily remain in service. In re- 
sponse to the question, “Are there any conditions under which 
you would have been willing to serve beyond the required two 
years?” 1,676 physicians (42.5 percent) indicated they would 
not be willing to stay in service for more than their two years of 
obligated service under any circumstances; 2,144 (57.5 percent) 
answered “yes” under certain specified conditions; 54.8 percent 
in the Army, 55.6 percent in the Navy, and 52.7 percent in the 
Air Force answered “yes.” 


If copies of the complete results of this survey are desired, 
address your request to Secretary, Council on National Emer- 
gency Medical Service, American Medical Association, 535 N. 
Dearborn Street, Chicago 10, IIl. 
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Becker, W. H., Col., DC, USA: Condylectomy of comminuted condylar fracture and 
treatment of associated fracture of right lower jaw on child 11 years of age. Oral Surg. 
7: 460-463, May 1954. 


Brav, E. A., Col., MC, USA: Analysis of orthopedic causes of low back and sciatic 
pain. Am. J. Surg. 87: 235-240, Feb. 1954. 


Brown, M. V., Capt. (MC) USN: Fogo selvagem (pemphigus foliaceus); review of 
Brazilian literature. A. M. A. Arch. Dermat. & Syph. 69: 589-599, May 1954. 


Caldwell, J. B.: Preoperative roentgenographic localization of impacted maxillary 
canine. Oral Surg. 7: 499-506, May 1954. 


Chapman, J. A., and Hunter, G. W., III, Col., MSC, USA: Studies on host-parasite re- 
actions; pigment cells surrounding metacercarial cysts of Cryptocotyle lingua in the 
cunner, Tautogolabrus adsperus (Walbaum). Tr. Am. Microscopical Soc. 73: 28-36, Jan. 
1954. 


Crandell, R. A., Capt., USAF (VC): Control of salmonellosis in mice. Mil. Surgeon 
114: 365-368, May 1954. 


Cronkite, E. P., Comdr. (MC) USN; Brecher, G.; and Wilbur, K. M.: Development and 
use of canine blood donor colony for experimental purposes; leukocyte and platelet trans: 
fusions in irradiation aplasia of dog bone marrow. Mil. Surgeon 114: 359-365, May 1954. 


Crosby, W. H., Lt. Col., MC, USA, and Akeroyd, J. H., Lt. Col., MC, USA: Some im- 
munohematologic results of large transfusions of group O blood in recipients of other 
blood groups; study of battle casualties in Korea. Blood 9: 103-116, Feb. 1954. 


Davis, J. H., Capt., MC, USA; Kuhn, L. R., Lt. Col., MSC, USA; Shaffer, J. R., Col., 
MC, USA; and Amspacher, W. H., Col., MC, USA: Preoperative preparation of bowel 
with neomycin. Surgery 35: 434-439, Mar. 1954. 


DeVan, W. T., Lt. Col., MC, USA, and Carlton, D. C., Capt., MC, USA: March fracture 
persists. Am. J. Surg. 87: 227-231, Feb. 1954. 


Feldman, H. A.; Bernstein, S. H., Capt., USAF (MC); and Williams, H. B., Lt., 
USAF (MC): Treatment of acute micrococcic (streptococcic) pharyngitis with penicillin. 
J. A. M. A. 155: 109-111, May 8, 1954. 


French, S. W., III, Col., MC, USA: Protective jacket for postoperative pectus ex- 
cavatum patient. J. Thoracic Surg. 27: 540, May 1954. 


Freytag, R. E., Maj., MSC, USA; Hullinghorst, R. L., Col., MC, USA; Hunter, G. W., 
Ill, Col., MSC, USA; and Ritchie, L. S.: Comparison of Xenopus laevis and Rana 
nigromaculata as test animals for determination of pregnancy. J. Lab. & Clin. Med. 
42: 646-654, Oct. 1953. 


Goddard, C., Col., MC, USA: Current status of U. S. Army medico-military history of 
World War II and of the Korean episode. Mil. Surgeon 114: 375-386, May 1954. 


Goyette, E. M., Col., MC, USA; Farinacci, C. J., Col., MC, USA; Forsee, J. H., Col., 
MC, USA; and Blake, H. A., Maj., MC, USA: Clinicopathologic correlation of lung bi- 
opsies in mitral stenosis. Am. Heart J. 47: 645-652, May 1954. 


Hardaway, R. M., III, Lt. Col., MC, USA; McKay, D., Capt., MC, USA; and Williams, J. 
H. Capt., MC, USA; Lower nephron nephrosis (ischemuric nephrosis). Am J. Surg. 87: 
41-49, Jan. 1954. 1069 
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Hardaway, R. M., III, Lt. Col., MC, USA: Gastroschisis. Am. J. Surg. 87: 636-638, Apr. 
1954. 


Hummer, G. V., Capt., USAF (WMSC): Underwater exercise tank. Physical Therapy 
Rev, 34: 241, May 1954. 


Hunter, G. W., III, Col., MSC, USA: Local health hazards among U. S. Army troops 
returning from Korea. Am. J. Pub. Health 43: 1408-1417, Nov. 1953. 

Hunter, G. W., III, Col., MSC, USA; Ritchie, L. S.; Pan, C.; Yokogawa, M.; and 
Altamirano, M. B., First Lt., MSC, AUS: Parasitological studies in the Far East; 
epidemiologic survey of Shikoku Island, Japan. Japanese J. M. Sc. & Biol. 6: 45-55, 
Feb. 1953. 

Jahnke, E. J., Jr., Maj., MC, USA; Hughes, C. W., Lt. Col., MC, USA; and Howard, 
J. M., Capt., MC, USA: Rationale of arterial repair on battlefield. Am. J. Surg. 87: 
396-401, Mar. 1954. 


Jensen, R. E., Lt. (jg) (MC) USNR: Evaluation of method for study of burn healing, 
Surgery 35: 390-400, Mar. 1954. 

Kircher, L. T., Jr., and Swartzel, R. L., Capt., USAF (MC): Spontaneous pneumo- 
thorax and its treatment. J. A. M. A. 155: 24-29, May 1, 1954. 


Krech, W. G., Lt (MC) USN; Storey, C. F., Capt. (MC) USN; and Umiker, W. C., 
Comdr. (MC) USN: Thymic cysts. J. Thoracic Surg. 27: 477-493, May 1954. 
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Kuhns, D. M., Col., MC, USA: Report on the Sixth Microbiological Congress. Am. J. 
Pub. Health 44: 655-659, May 1954. 


Lawless, D. K., HMC, USN: Report on human case of Endamoeba polecki. J. 
Parasitol. 40: 221-227, Apr. 1954. 

Liedberg, N. C.. F.; Kuhn, L. R., Lt. Col., MSC, USA; Barnes, B. A., Capt., MC, 
USA; Reiss, E., Capt., MC, USA; and Amspacher, W. H.. Col., MC, USA: Infection in 
burns; problem and evaluation of therapy. Surg.,. Gynec. & Obst. 98: 535-540, May 
1954. 

Marlette, R. H., Maj., DC, USA: Incision and drainage in treatment of cellulitis 
arising from dental origin. Oral Surg. 7: 474-476, May 1954. 


Milch, L. J., Lt. Col., USAF: Military aspects of coronary artery disease. Mil. 
Surgeon 114: 333-342, May 1954. 

Nachod, E. M., Capt., WMSC, USA: Human relations as relating to occupational 
therapy. Mil. Surgeon 114: 372-374, May 1954. 

Ogle, M. W., Lt. Col., DC, USA: Traumatic occlusion and mandible repositioning. 
J. Am. Dent. A, 48: 527-531, May 1954. 

Payne, R. B., Maj., USAF (MSC), and Hauty, G. T.: Effects of experimentally induced 
attitudes upon task proficiency. J. Exper. Psychol. 47: 267-273, Apr. 1954. 


Reiser, M. F., Capt., MC, USA, and Rosenbaum, M.: Supervision of residents in 
psychotherapy; comparison of problems of residents in psychiatry and medicine. Am. J. 
Psychiat. 110: 835-839, May 1954. 


Ritchie, L. S.; Hunter, G. W., III, Col., MSC, USA; Nagano, K.; and Pan, C.: Dis- 


tribution of the smail Oncomelania nosophora, intermediate host of Schistosoma 
japonicum, along the Tone River, Japan. Am J. Trop Med. 2: 915-925, Sept. 1953. 


Ritchie, L. S.; Hunter, G. W., III, Col., MSC, USA; Pan, C.; Yokogawa, M.; Nagano, 
K.; and Szewczak, J. T.: Parasitological studies in the Far East; epidemiologic survey 
of the Tone River area, Japan. Japanese J. M. Sc. & Biol. 6: 33-43, Feb. 1953. 


Roulston, M. A., Lt. Col., ANC, USAR, and Madden, M. J., Maj., ANC, USAR: 
Two weeks ot active duty. Am, J. Nursing $4: 204-207, Feb. 1954. 


Seaman, J. B., Lt. Col., MC, USA: Rationale and new surgical technique in traumatic 
chylothorax with report of case. J. Thoracic Surg. 27: $29-539, May 1954. 
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Seeley, S. F., Brig. Gen., MC, USA, and Campbell, D., Lt. Col., MC, USA: Carcinoma 
of duodenum; report of two cases. Am. J. Surg. 87: 632>635, Apr. 1954. 


Seeley, S. F., Brig. Gen., MC, USA; Hughes, C. W., Lt. Col., MC, USA; and Jahnke, 
E. J., Jr, Maj., MC, USA: Major vessel damage in lumbar disc operation. Surgery 35: 
421-429, Mar..1954. 


Shaw, C. C., Capt. (MC) USN: On a common dynamic factor in motion sickness. Mil. 
Surgeon 114: 347-350, May 1954. 


Sherman, R. L., Capt., MC, USA, and Riva, H. L., Lt. Col., MC, USA: Experience 
with hydrazinophthalazine in hypertensive states of pregnancy. Am J. Obst. & 
Gynec. 67: 1074-1081, May 1954. 


Stepanik, J., and Kemper, R. A., Lt. (jg) (MC) USNR: Outflow of aqueous humor; bio- 
microscopic estimation compared with tonographic measurement. A. M. A. Arch. Ophtb. 
51: 671-680, May 1954. 


Thiemeyer, J. S., Jr., Comdr. (MC) USN: Monarticular coccidioidal arthritis; report of 
case with apparent cure following synovectomy. J. Bone & Joint Surg. 36-A: 387-390, 
Apr. 1954. 


Towner, A. A., Col., USAF (MC), and Powell, G. W., Capt., USAF (MC): The medical 
service in a combat air force. J. Aviation Med. 25: 128-155, Apr. 1954. 


Underkofler, A. A., Lt. Col., USAF (WMSC): Human relations as relating to programs 
of physical therapy. Physical Therapy Rev. 34: 234-235, May 1954. 


Vaughn, S. M., Lt. Col., MC, USA: Apparatus for taking notes on lectures. A. M. A, 
Arch, Dermat. & Sypbh. 69: 616-618, May 1954. 


Wannamaker, G. T., Maj., MC, USA: Transventricular wounds of brain. J. Neurosurg. 
11: 151-160, Mar. 1954. 


Weigel, A. E., Capt.. USAF (MC); Artz, C. P., Maj., MC, USA; Reiss, E., Capt., MC, 
USA; Davis, J. H., Capt.. MC, AUS; and Amspacher, W. H., Col., MC, USA: Gastro- 
intestinal ulcerations complicating burns; a report of five cases and a review of 17 
cases reported from 1942-1952. Surgery 34: 826-836, Nov. 1953. 


Weiss, H. S., Capt., USAF (MC); Edelberg, R., Capt., USAF; Charland, P. V., First 
Lt., USAF; and Rosenbaum, J. I.: Animal and human reactions to rapid tumbling. J. 
Aviation Med. 25: 5-22, Feb 1954. 


Welch, K., Capt., MC, USAR: Method for exposure of midline lesions of brain; 
craniotomy on the “down side.” Surgery 35: 430-433, Mar. 1954. 


Whitney, K. R., Comdr. (MC) USN: Duties of the naval flight surgeon in air evacua- 
tion. Med. News Letter 22: 32-37, Dec. 25, 1953. 


Wickliffe, N., Col., WMSC, USA: Recent contributions of women medical specialists 
to military medicine. Mil. Surgeon 114: 291-294, Apr. 1954. 


Wickstrom, O. W., Capt. (MC) USN, and Bromberg, B. E., Lt.. (MC) USNR: Total ear 
reconstruction. Plast. & Reconstruct. Surg. 13: 204-209, Mar. 1954. 


Wright, C. H.; Posner, A. C.; and Gilchrist, J., Lt., MC, USA: Penetrating wounds of 
the gravid uterus. Am, J. Obst. & Gynec. 67: 1085-1090, May 1954. 


Zeller, D. N., Lt. Col., USAF (NC): Recent advances in military nursing. Mil. 
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NEW BOOKS 


Books received by the U. S. Armed Forces Medical Journal are 


acknowledged in this department. Those of greatest interest will 
be selected for review in a later issue. 





THE HEPATIC CIRCULATION AND PORTAL HYPERTENSION, by Charles 


G. Child, Ill, M. D., Professor of Surgery, Tufts College Medical 
School: Chairman, Department of Surgery, New England Center Hos- 
pital; Formerly Associate Professor of Clinical Surgery, Cornell 
University Medical College; Attending Surgeon, New York Hospital. 
From the Department of Surgery and the Laboratory of Surgical Re- 
search of the New York Hospital—-Cornell Medical Center. In Collabora- 
tion with Ward D. O'Sullivan, M. D.; Mary Ann Payne, M. D.; George R. 
Holswade, M. D.; Roger Milnes, M. D.; Arthur L. Gore, M. D.; Daniel M. 
Hays, M. D.; Roy D. McClure, Jr., M. D.; Helena Gilder, M. D.; Charles 
S. Harrison, M. D.; David Barr, M. D.; and Earl A. O'Neill, M. D. 444 
pages; illustrated. W. B. Saunders Co., Philadelphia, Pa., 1954. Price 
$12. 


FIRST AID AND RESUSCITATION, Emergency Procedures for Rescue 


Squads, Firemen, Policemen, Ambulance Crews, Interns and Industrial 
Nurses, by Lt. Carl B. Young, Jr., M. P. H., Instructor, Emergency 
First Aid; Former Assistant Director, Harris County Emergency Corps, 
Inc., Houston, Tex.; Member, International Rescue and First Aid As- 
sociation; First Lieutenant, Medical Service Corps, USAR. 335 pages; 
illustrated. Charles C Thomas, Publisher, Springfield, Ill., 1954. 
Price $8.50. 


PERIMETRY, by Joshua Zuckerman, M. D., C. M., F. A. C. S., Fellow of the 


American Academy of Ophthalmology and Otolaryngology; Diplomate in 
Ophthalmology; Instructor in Ophthalmology, New York University Post- 
graduate Medical School; Instructor in Perimetry and Assistant Ophthal- 
mic Surgeon, New York Eye and Ear Infirmary; Instructor in Perimetry, 
Columbia University and New York University Postgraduate Medical 
School; Ophthalmic Surgeon, Midtown Hospital; Surgeon, Ophthalmologic 
Foundation; Associate Visiting Ophthalmologist, Bellevue Hospital; 
Consultant, National Society for the Prevention of Blindness; Co-Author, 
“Diagnostic Examination of the Eye.” 391 pages; with 156 illustrations. 
J. B. Lippincott Co., Philadelphia, Pa., 1954. 


NURSE AND PATIENT, An Ethical Consideration of Human Relations, by 


Evelyn C. Pearce, S. R. N., R. F. N., S. C. M., M. C. S. P., Teacher’s 
Cert.; Formerly Senior Nursing Tutor, the Middlesex Hospital, London; 
Member of the General Nursing Council for England and Wales (1937-51). 
Foreword by The Rt. Hon. The Lord Webb-Johnson, G. C. V. O., 
Cc. B. E., D. S. O., T. D., F. R. C. S., Ll. D.; Hon. Fellow, American 
College of Surgeons, Consulting Surgeon to the Middlesex Hospital, 
PastPresident of the Royal College of Surgeons of England, Past- 
President of the Royal Society of Medicine. 182 pages. J. B. Lippincott 
Co., Philadelphia, Pa., 1954. 
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) DISEASES OF THE LIVER, by Mitchell A. Spellberg, M. D., F. A. C.P., 
Associate Professor of Clinical Medicine, University of Illinois School 
of Medicine; Associate Attending Physician, Department of Medicine, 
Michael Reese Hospital, Chicago, Ill. 646 pages; illustrated. Grune & 
Stratton, Inc., New York, N. Y., 1954. 


THE PAINFUL PHANTOM, Psychology, Physiology and Treatment, by 
Lawrence C. Kolb, M. D., Section of Psychiatry, Mayo Clinic, Rochester, 
Minn. American Lecture Series, Publication No. 235, A Monograph in 
American Lectures in Neurology, edited by Charles D. Aring, M. D., 
Department of Neurology, University of Cincinnati College of Medicine, 
Cincinnati General Hospital, Cincinnati, Ohio. 50 pages. Charles C 
Thomas, Publisher, Springfield, Ill., 1954. Price $1.50. 


THE MEGALOBLASTIC ANAEMIAS, by L. J. Davis, M. D., F. R. C. P., 
F. R. C. P. E., F. R. F. P. S. G., F. R. S. E., Muirhead Professor of 
) Medicine in the University of Glasgow; Physician, Royal Infirmary, 
Glasgow; and Alexander Brown, M. D., F. R. C. P. E., F. R. F. P. S. 
G., Senior Lecturer in Medicine in the University of Glasgow; Assistant 
Physician, Royal Infirmary, Glasgow. 113 pages; illustrated. Charles C 

Thomas, Publisher, Springfield, Ill., 1953. Price $4.50. 


VETERANS ADMINISTRATION TECHNICAL BULLETINS, Series 10, Vol. 
VI. 1952 and 1953. Edited by Arthur M. Walker, M. D. 44 pages. Wash- 
ington 25, D. C., 1954. 


: } GERIATRIC MEDICINE, Medical Care of Later Maturity, edited by Edward J. 
Stieglitz, M. S., M. D., F. A. C. P., Consulting Internist, Suburban 
| Hospital, Bethesda, Md., and Washington Home for Incurables; Chairman 
of Staff, 1945-1947, Suburban Hospital, Bethesda, Md.; Consultant in 
Geriatrics, Chestnut Lodge, Rockville, Md., St. Elizabeth’s Hospital 
and Veterans Administration; Associate, Washington School of Psychi- 
atry; Lecturer in Industrial Medicine, New York University-Belle vue 
Post-Graduate Medical School; Chairman, Advisory Council on Pro- 
fessional Education, Commission on Chronic Illness; Consulting 
Editor, Geriatrics; Formerly Associate Clinical Professor of Medicine, 
Rush Medical College, University of Chicago. 3d edition. 718 pages; 
205 figures. J. B. Lippincott Co., Philadelphia, Pa., 1954, 


WINE AS FOOD AND MEDICINE, by Salvatore P. Lucia, M. D., Sc. D., 
F. A. C. P., Professor of Medicine, University of California School of 
Medicine. 149 pages. The Blakiston Co., Inc., New York, N. Y., 1954. 
Price $3. 


| THE CHILD, HIS PARENTS AND THE PHYSICIAN, by Hale F, Shirley, M. D., 
: Professor of Pediatrics and Psychiatry, Director of the Child Psychi- 
atry Unit, Stanford University School of Medicine, San Francisco, Calif. 
, American Lecture Series, Publication No. 205, A Monograph in The 

Bannerstone Division of American Lectures in Pediatrics, edited by 

Jobn A, Anderson, M. D., Professor and Head, Department of Pediatrics, 

Stanford University School of Medicine, San Francisco, Calif. 159 
| pages; illustrated. Charles C Thomas, Publisher, Springfield, Il., 
; 1954. Price $3.75. 


CURRENT THERAPY 1954, Latest Approved Methods of Treatment for the 
Practicing Physician, edited by Howard F. Conn, M. D., Consulting 
editors: M. Edward Davis, Vincent J]. Derbes, Garfield G. Duncan, Hugh 
J. Jewett, William J. Kerr, Perrin H. Long, H. Houston Merritt, Paul 
A. O'Leary, Walter L. Palmer, Hobart A. Reimann, Cyrus C. Sturgis, and 

Robert H. Williams. 898 pages. W. B. Saunders Co., Philadelphia, Pa., 

1954. Price $11. 
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THE BIOCHEMISTRY OF CLINICAL MEDICINE, by William S. Hoffman, Ph. 
D., M. D., Professorial Lecturer in Medicine, University of Illinois 
College of Medicine, and Former Director of Biochemistry, The Hek- 
toen Institute for Medical Research of the Cook County Hospital. 681 
pages; illustrated. The Year Book Publishers, Inc., Chicago, Ill., 1954. 
Price $12. 


EMOTIONS AND REASON, by V. J. McGill, Associate Professor of Psychology 
and Philosophy, Hunter College, New York City. American Lecture 
Series, Publication No. 215, A Monograph in American Lectures in 
Philosophy. Edited by Marvin Farber, Ph. D., Department of Philosophy, 
University of Buffalo, Buffalo, N. Y. 122 pages. Charles C Thomas, 
Publisher, Springfield, Ill., 1954. Price $3.25. 


THE YEAR BOOK OF DERMATOLOGY AND SYPHILOLOGY (1953-1954 
Year Book Series), edited by Marion B, Sulzberger, M. D., Professor and 
Chairman, Department of Dermatology and Syphilology, New York 
University Post-Graduate Medical School; Director of Dermatology 
and Syphilology, Skin and Cancer Unit and University Hospital, New 
York University-Bellevue Medical Center, and Rudolf L. Baer, M. D., 
Associate Professor of Clinical Dermatology and Syphilology, New 
York University Post-Graduate Medical School; Associate Director, 
Skin and Cancer Unit; and Attending Dermatologist, New York Univer- 
sity Hospital. 456 pages; illuserated. The Year Book Publishers, Inc., 
Chicago, IIl., 1954. Price $6. 


MANUAL OF CLINICAL MYCOLOGY, by Norman F. Conant, Ph. D., Professor 
of Mycology. and Associate Professor of Bacteriology, Duke University 
School of Medicine; David Tillerson Smith, M. D., Professor of Bac- 
teriology and Associate Professor of Medicine, Duke University School 
of Medicine; Roger Denio Baker, M. D., Chief, Laboratory Service, 
Veterans Adminiseration Hospital, Durham, N. C., and Professor of 
Pathology, Duke University School of Medicine; Jasper Lamar Callaway, 
M. D., Professor of Dermatology and Syphilology, Duke University 
School of Medicine; and Donald Stover Martin, M. D., Chief, Bacteri- 
ology Section, Communicable Disease Center, Chamblee, Ga. 2d edi- 
tion.. 456 pages; illustrated. W. B. Saunders Co., Philadelphia, Pa., 
1954. Price $6.50. 


THE FUNDAMENTALS OF X-RAY AND RADIUM PHYSICS, by Joseph Selman, 
M. D., Director, School for X-ray Technicians, Tyler Junior College; 
Chief of Radiology, Mother Frances Hospital; Director, Radiology De- 
partment, Medical Center Hospital; Consultant in Radiology, East 
Texas Tuberculosis Hospital, Tyler, Tex. 340 pages; illustrated. 
Charles C Thomas, Publisher, Springfield, Ill., 1954. Price $8.50. 


A MANUAL OF TROPICAL MEDICINE, by Thomas T. Mackie, M. D., Colonel, 
MC, AUS (Retired), Chairman, The American Foundation for Tropical 
Medicine; Consultant in Tropical Medicine, The Roosevelt Hospital, 
New York City, The Veterans Administration Hospital, West Haven, 
Conn., and The Norwalk Hospital, Norwalk, Conn.; Formerly Professor 
of Preventive Medicine, Wake Forest College, The Bowman Gray School 
of Medicine; George W. Hunter, III, Ph. D., Colonel, MSC, USA, Chief, 
Section of Parasitology-Entomology, Fourth Army Area Medical Lab- 
oratory, Brooke Army Medical Center, Fort Sam Houston, Tex.; Professor 
of Parasitology, Affiliated Units of the Graduate School, Baylor 
University; Formerly Chief, Department of Medical Zoology, 406th 
Medical General Laboratory, Tokyo, Japan; and C. Brooke Worth, M. D., 
Field Staff Member, Division of Medicine and Public Health, The 
Rockefeller Foundation. 2d edition. 907 pages; 304 illustrations, 7 in 
color. W. B. Saunders Co., Philadelphia, Pa., 1954. Price $12. 
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LABORATORY INSTRUMENTS, Their Design and Application, by A. Elliott, 
Ph. D., D. Sc., Courtaulds Led., and J. Home Dickson, M. Sc., Royal 
Naval Scientific Service. 414 pages; illustrated. Chemical Publishing 
Co., Inc., New York, N. Y., 1953. Price $7.50. 


TOXICITY OF INDUSTRIAL ORGANIC SOLVENTS, Revised in consultation 
with the Toxicology Committee, by Ethel Browning. Reprinted by per- 
mission of the Controller of Her Britannic Majesty’s Stationery Office, 
British Crown Copyright. 411 pages. Chemical Publishing Co., Inc., 
New York, N. Y., 1953. Price $8. 


FUNDAMENTALS OF NEUROPATHOLOGY, by William Brooks Dublin, M. D., 

Chief, Laboratory Service, Veterans Administration Hospital, Associate 
Professor of Pathology, University of Colorado School of Medicine; 

| Consulmnt in Neuropathology, Denver General Hospital, Denver, Colo. 

685 pages; illustrated. Charles C Thomas, Publisher, Springfield, IIl., 
1954. Price $18.50. 


FRENCH’S INDEX OF DIFFERENTIAL DIAGNOSIS, edited by Arthur H. 

Douthwaite, M. D., F. R. C. P., Senior Physician, Guy’s Hospital; 
Honorary Physician, All Saints’ Hospital for Genito-urinary Diseases. 
7th edition. 1,046 pages; with 731 illustrations, of which 200 are in 
color. The Williams and Wilkins Co., Baltimore, Md., 1954. Price $20. 


med. Ernst Rodenwaldt, under sponsorship of Bureau of Medicine and 
Surgery, Departwent of the Navy, Washington, D. C. 130 pages; 41 
maps. Falk-Verlag, Hamburg 1, Burchardstr. 8, Germany. Price 225 
Deutsche marks plus postage. 


WORLD-ATLAS OF EPIDEMIC DISEASES, Part I, edited by Professor Dr. 





DEATHS 


LOVSHIN, William Clarence, Captain, USAFR (MC), 515th U. S. Air Force 
Infirmary, Duluth Municipal Airport, Duluth, Minn.; graduated from University 
of Wisconsin Medical School in June 1947; ordered to active duty in April 
1953; died 31 May 1954, age 28, from injuries received in an aircraft acci- 
dent near Duluth Municipal Airport. 


PHELPS, Donald Lee, Lieutenant, junior grade (MSC) USN, U. S. S. Benning- 
ton; entered the military service 17 May 1938, commissioned an ensign 1 
October 1950; died 26 May 1954, age 34, from the results of an explosion on 
board the Bennington. 


(PORTER, Ruth Scott, Capmin, ANC, USAR, 28th General Hospital, Croix 


Chapeau, France; graduated in 1926 from the Mt. Carmel Hospital, School of 
Nursing, Columbus, Ohio; entered the military service 15 September 1943; 
died 1 April 1954, age 50, of asphyxiation due to inhalation of smoke. 


THOMAS, Clyde Dana, Lieutenant (MC) USNR, U.S. S. Bennington; graduated 
in 1948 from University of Maryland School of Medicine; ordered to active 
duty 14 November 1953, appointed lieutenant 9 February 1954; died 26 May 
1954, age 29, from the results of an explosion on board the Bennington. 
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This scientific exhibit of the U. S, Armed Forces Medical Journal and its 
supplement, the Medical Technicians Bulletin, which was presented at the | 
annual meeting of the American Medical Association in San Francisco, 
21-25 June 1954, depicted the global aspects of military medicine as re 
ported in these publications by physicians in the United States Army, Navy, 
and Air Force. Since its establishment in 1950 by the Secretary of Defense 
as successor to the Bulletin of the U. S. Army Medical Department and the 
U. S. Naval Medical Bulletin, this monthly journal has published more el 





EXHIBIT AT 1954 A.M. A. MEETING 


MEDICAL TECHNICIANS BULLETIN 


Provides authoritative reports on: 


d its, 1,000 original articles relating to the clinical observations, combat experi- 
the| ences, and professional achievements of American physicians, dentists, 
sco, and other bioscientists in all parts of the world. 


re- 


On a backdrop of a map of the world, the exhibit displayed title pages of 
Numerous published articles by authors on duty with the United States mili- 
tary forces in Germany, Japan, Korea, Alaska, and other more remote and 


distant places. 


302929 O - 54-10 





BOOK REVIEWS 


- SPATIAL VECTORCARDIOGRAPHY, by George E. Burch, M. D.; J. A. Abild- 
skov, M. D.; and James A. Cronvich, M. S. 173 pages; with 121 illustra- 
tions. Lea & Febiger, Philadelphia, Pa., 1953. Price $5. 


This book is an interesting and valuable introduction to the subject 
of spatial vectorcardiography. It consists’ essentially of material pre- 
viously displayed in an exhibit at the meeting of the American Medical 
Association in June 1952 and published in various leading medical 
journals. The first half of the text is a clear and concise presentation 
of the method of recording the spatial vectorcardiogram by use of the 
cathode ray oscilloscope; this includes a brief introduction to the 
mechanism of the oscilloscope, as well as a discussion of reference 
frame and standardizing factors. The second half presents the spatial 
vectorcardiogram of the normal person and of several patients with 
abnormal cardiac findings. Because of the small number of patients 
presented and the lack of anatomic confirmation of the cardiac lesion, 
interpretation of the authors’ results must be made with caution. It 
seems clear, by the authors’ admission, that future studies in vector- 
cardiography must include (1) standardization of the reference frame, 
electrode positions, and nomenclature; and (2) correlation of many 
vectorcardiograms with anatomic findings at postmortem examination. 


In view of enthusiastic claims made elsewhere, it is heartening to 
note that the authors do not wish to replace electrocardiography with 
the vectorcardiogram and indeed believe that “the spatial vectorcardio- 
gram is of limited supplementary value to the electrocardiogram.” 

—THOMAS W. MATTINGLY, Col., MC, USA 


DISEASES OF THE RETINA, by Herman Elwyn, M. D. 2d edition. 713 pages; 
with 243 illustrations of which 20 are in color. The Blakiston Co., Inc., 
New York, N. Y., 1953. Price $12. 

The second edition of this work is a welcome addition to the physi- 
cian’s library. The principles of basic physiology are first presented 
in a clear manner. Based on these principles, the physiology of that 
portion of the retina is discussed, and, finally, the response of the 
organ to the abnormal condition is presented. The author has omitted 
discussions of rare retinal diseases and lesions in writing this prac- 
tical book. 


Diabetic retinopathy is discussed from a physiologic viewpoint. Al- 
though all might not agree with the author’s suggestion that the high 
blood sugar ovet a long period of time is the cause of the dilatation of 
the terminal vessels in the retina, the physiologic reasoning behind 
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the conclusion is certainly reasonable. A timely discussion is pre- 
sented in the revised chapter on essential arterial hypertension. This 
chapter, not too clear in the first edition on the differentiation between 
the retinal changes of hypertension and arteriosclerosis, has been 
clarified. [he recognition of the difference between the two conditions 
is not just one of academic interest; for example, a hypertension re- 
sulting from an arteriolosclerotic process cannot be expected to re- 
spond satisfactorily to a splanchnicectomy. In addition to other tests, 
the correct interpretation of the retinal vessel changes is important. 


The subject of tuberculosis is introduced in a separate chapter, in 
accordance with the author’s plan of presenting the basic physiology 
(or in this case basic pathology) first, then in a succeeding chapter 
interpreting such data as it affects the retina. Current concepts of 
retrolental fibroplasia, heredodegeneration of the retina, and sar- 
coidosis are presented. They are not approached dogmatically, but are 
presented to bring the reader abreast of current thinking. 


This book should be in the hands of the ophthalmologist, but it will 
be of great value to the internist, pediatrician, neurologist, and neuro- 
surgeon.— JAMES W. BROWN, Col., USAF (MC) 


A TEXT-BOOK OF PATHOLOGY, An Introduction to Medicine, by William 
Boyd, M. D. 6th edition, thoroughly revised. 1,024 pages; 570 illustra- 
tions and 32 colored plates. Lea & Febiger, Philadelphia, Pa., 1953. 

Price $12.50. 
This well-known work is an excellent text for the student of path- 
ology. About 70 new sections have been added to this edition. Many of 
these are brief but one entitled “Antibiotic Enteritis” is of particular 


value in emphasizing the hazards of injudicious therapy with antibiotics. 


The author has given, almost without exception, the proper emphasis 
to the various entiti¢s discussed. The concise bibliography includes 
only outstanding works in an effort to afford the student the best with 
a minimum of extra reading. The book fulfills the author’s purpose and 
is highly recommended.—FRANK L. ZIEHL, Capt., MC, USA 


PHARMACOLOGY AND THERAPEUTICS, by Arthur Grollman, Ph. D., M. D. 
2d edition. 866 pages; 127 illustrations. Lea & Febiger, Philadelphia, 


Pa., 1954, Price $10. 


The author’s aim to continue the “severely critical and rigorously 
scientific” approach of Cushny’s original text, which this volume re- 
placed, has advantages and disadvantages. The book is well written 
in concise, readily understandable form. The organization and grouping 
of therapeutic agents according to their action on organ systems is 
desirable. There are many excellent sections, such as those on sul- 
fonamides and antimalarials. The digitalis series is covered completely, 
and there is an excellent chapter on diuretics. 
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On the other hand, many important therapeutic agents are handled 
in disappointing fashion. The discussion of the older drugs such as 
quinidine and insulin contains little or no reference to mode and site 
of action. There is insufficient discussion of many newer drugs such 
as hypotensive agents and amebacides. As a reference or handbook in 
therapeutics the text is lacking in recommendations for therapy of 
specific conditions, and in comparisagns of the relative efficacy of 
drugs under discussion. 


This lucid and readable book will serve well as a textbook of phar- 
macology for students, but is less desirable as a therapeutic guide to 
the clinician. —RUFUS J. PEARSON, Jt., Comdr, (MC) USN 


1954 MEDICAL PROGRESS, Morris Fishbein, M.D., editor. 345 pages. The 
Blakiston Co. Inc., New York 22, N.Y., 1954. Price $5. 


This volume is a thorough and up-to-date compilation of the progress 
and advances of medicine during the year 1953. The number of facts, 
events, and studies recorded on almost every page of this book is im- 
pressive. Because this is a small volume, the treatment given many of 
these reports is. brief, and the reader must consult the references for 
more complete information. Other items of factual information are treat- 
edin more detail. This book is a valuable reference for the key articles 
of the year. Many of the chapters have from 100 to 263 references, but 
they are incomplete as the author’s names are omitted. 


Many of the chapters are written by outstanding contributors, and 
present new information on cardiology, surgery, nutrition, gastroenter- 
ology, rheumatic disease, endocrinology, new drugs, various surgical 
specialties, psychiatry and psychology, and physical and rehabili- 
tation medicine. 


This comprehensive volume will aid both general practitioner and 
specialist in learning much of the current progress in the various fields 
of medical endeavor.—RICHARD I. CRONE, Col., MC, USA 


INTERNAL MEDICINE IN DENTAL PRACTICE, by Bernard I. Comroe, M. D.; 
Leon H. Collins, Jr., M. D.; and Martin P, Crane, M. D. 4th edition. 
563 pages; 86 illustrations and 30 in color on 6 plates. Lea & Febiger, 
Philadelphia, Pa., 1954. Price $7.50. 


This comprehensive treatise recognizes the ever narrowing gap be- 
tween the fields of the once strictly mechanical profession of dentistry 
and the modern concepts of internal medicine, and provides the dental 
.student, general practitioner, and oral specialist with a well rounded 
“speaking knowledge” of the problems common to all. The fourth edi- 
tion of this work presents many of the new advances in internal medi- 
cine, particularly emphasizing the role of the endocrine glands and 
the therapeutic use of cortisone and adrenocorticotrophic hormone. 


The volume is divided into 15 well organized parts, ranging from a 
section on diseases of the heart and blood vessels to a chapter on 


oo a8 





1¢€ 


nd 
r 
al 
ji 


id 
ls 


ry 
al 


is 


jis 
id 


Ce 





BOOK REVIEWS 








July 1954) 1081 


current concepts regarding foci of infections. Discussions of the use 
and abuse of the sulfonamides and antibiotics also are included. The 
interim material, concerning other bodily tracts, systems, and organs, 
serves to carry out the authors’ objectives implied in the title by fea- 
turing dentomedical relationships when applicable. 


Many features of former editions have been retained, including the 
popular “package” summary of pertinent features of the context. These 
concise bracketed notes not only serve as an outline review of know- 
ledge that may have become nebulous with the passing years, but stim- 
ulate the desire for further reading and reference to the articles in- 
cluded in the impressive and well rounded bibliography. 


The illustrations are adequate, and several of the color plates illus- 
trating the clinical aspects of oral manifestations of disease are out- 
standing. 


This book provides the features of many texts in one. It is of con- 
venient reference size, and possesses a novel-like readability and a 
modernity of subject matter which should do much to promote an even 
closer alliance between the professions of dentistry and medicine—an 
alliance which must inevitably become a union in the near future. 

—ROBERT L. COOMBS, Lt. Col., USAF (DC) 


MANIC DEPRESSIVE DISEASE, by John D. Campbell, M. D. 403 pages. J. B. 
Lippincott Co., Philadelphia, Pa., 1953. Price $5. 


This monograph on manic-depressive disease from the physiologic 
viewpoint is written in a clear and concise style with a minimum of 
psychiatric terms. It is readable and readily understandable by physi- 
cians who are not psychiatrists. 


The endogenous nature of the affective disorders in terms of dis- 
turbances in the autonomic nervous system is emphasized. The author 
states that diagnosis of manic-depressive disease is difficult because 
presenting signs of autonomic disturbances mask the underlying emotion- 
al symptoms. The various phases of the condition are described and 
discussed in detail. An unusual feature is the inclusion of two chapters 
on cyclothymic personality and manic depressive psychosis in children 
and adolescents. Social maladjustments, homicide, and suicide in the 
course of the disease are discussed at length. Because general prac- 
titioners, internists, and surgeons usually see most patients in the 
early and mild stages of this illness, their treatment at that time is 
discussed in detail. A review of the literature and discussion of so- 
matic therapy, including psychosurgery, used in the treatment of the 
more severely ill patients by the psychiatrist, concludes this excellent 
monograph. It is believed, however, that it would be a more compre- 
hensive volume if the dynamic viewpoint were not eliminated from 
cons ideration.—OSWALD M. WEAVER, Lt. Col., MC, USA 
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COLD INJURY, Transactions of the Second Conference, November 20-21, 1952, 
New York, N. Y., edited by M. Irene Ferrer. 242 pages; illustrated, 
Josiah Macy, Jr. Foundation, New York, N. Y. Price $4. 


This volume is not a monograph in the usual connotation but is rather 
the edited notes of the discussion by the conferees, who were outstand- 
ing workers in the field of cold injury. 


The conference was devoted chiefly to a discussion of the epidemi- 
ology of cold injury in man, resistance to cold, pathophysiology of cold 
injury, and suggestions for further research. A presentation of the epi- 
demiologic data collected in Korea during the year 1951-52 revealed a 
close correlation between the ambient temperature, the duration of ex- 
posure, and the type of activity engaged in. Cold injury occurred pre- 
dominantly in front line troops. Negroes had an incidence seven times 
that of caucasians. Persons with a previous cold injury appeared to be 
more susceptible. Most persons suffering cold injury tended to be im- 
mature, schizoid, or passive-aggressive individuals. Another report on 
experimental work in animals revealed that exposure to cold markedly 
increased bodily requirements of ascorbic acid, probably on the basis 
of the effect of stress on the adrenals. The discussion of the patho- 
physiology of cold injuries points out the difference between frostbite 
and trench foot, and presents experimental histologic evidence that 
rapid rewarming lessened tissue damage in man. 


There was no unanimity in the opinions expressed concerning treat- 
ment except that prevention was the only present cure. Some evidence 
for the value of early sympathectomy was given, based mainly on uni- 
lateral sympathectomies performed on 50 Republic of Korea soldiers, 
resulting in less tissue loss and more rapid healing. 


This monograph will prove of value to the men interested in research 


in cold injury. It is not recommended for the practitioner. 
—FRED H. MOWREY, Col., MC, USA 


THE SIZE AND GROWTH OF TISSUE CELLS, by Joseph G. Hoffman, Ph.D. 
128 pages; 13 illustrations. Charles C Thomas, Publisher, Springfield, 


Ill., 1953. Price $4. 


This monograph presents with admirable clarity of thought and ex- 
pression the fundamental aspects of tissue cell sizes, as interpreted 
by a biophysicist. These include the unsurmounted obstacles to ac- 
curate mensuration, the limited technics now available for taking meas- 
urements, the need for accurate data, and the ways in which such data 
must be used to arrive at tenable conclusions. 


A brief historical sketch indicates that, while little progress has 
been made in the physical technic of measurement, there has emerged 
an important concept of the frequency distribution of sizes of cells, 
and cell components, as a fundamental datum for studying cell popu- 
lation dynamics. The mode of cell division is considered in relation 
to a possible stochastic or random process as compared to the usually 
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accepted clock process having a fixed intermitotic period. The sto- 
chastic model appears to be followed in the mouse tumor known as 
dbr transplantable adenocarcinoma, as shown by the distribution of 
mitoses. A detailed analysis of the time parameters in the life of a 
cell is presented, with special attention to the interpretation of the 
mitotic index, the duration time of mitosis, and the cell number doubling 
time. 


The author suggests that accurate and properly interpreted data on 
cell size could be important, not only in cancer cytology, but also in 
assessing the range of volumes in any cell population. For one thing, 
adequate data would permit testing the ideas on which Heidenhain’s 
law of growth and Hertwig’s nucleocytoplasmic ratio are based. 


The reports of other workers in this field are well covered by the 
115 references cited, and the indexes are reasonably adequate, although 
not fully cross-referenced. This monograph is designed for study and 
contemplation, rather than for casual reading. It should inspire critical 
analysis and re-evaluation of both methods and interpretations. Any 
cytologist or pathologist, as well as anyone interested in cancer control 
—and who is not—will find it stimulating. 

—BENNETT F. AVERY, Capt. (MC) USN 


THE YEAR BOOK OF PEDIATRICS (1953-1954), edited by Sydney S. Gellis, 
M. D. 435 pages; illustrated. The Year Book Publishers, Inc., Chicago, 
Ill., 1953. Price $6, 


This volume contains abstracts of selected reports from both domestic 
and foreign pediatric journals received between June 1952 and May 
1953. The abstracts are divided into sections such as the premature 
and newborn, metabolism, infectious diseases, and heart and blood 
vessels. Each abstract has a complete reference to the journal in which 
the report was published, and the book is indexed both by author and 
by subject matter. 


During the past year the advances in pediatrics have been consider- 
able. The sections of the volume on the premature infant, the blood, and 
the heart and blood vessels are exceptionally well chosen, The text 
would have been enhanced, however, by increasing the number of articles 
in the section on endocrinology. The editors have appended bracketed 
comments where appropriate, and both critical and constructive com- 
ments are made. It is noteworthy that bracketed remarks by men well 
known as authorities in the particular subjects being discussed are 
frequently quoted. This greatly increases the value of the book as a 
review of the important recent literature. 


This text will be highly useful, both as a ready reference and as a 
broad review, to the busy physician who desires to keep informed of 


the significant advances in pediatrics, 
—ERNST R. MOELLER, Comdr. (MC) USN 








1084 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. V, No. 7 





THE PSYCHIATRIST: HIS TRAINING AND DEVELOPMENT, Report of the 
1952 Conference on Psychiatric Education held at Cornell University, 
Ithaca, N.Y., June 19-25, 1952. 214 pages; illustrated. American Psychi- 
atric Association, Washington, D.C., 1953. 


This official conference report is focused primarily on the training of 
career psychiatrists complementing the conference of 1951, which had 
placed emphasis on undergraduate medical education in psychiatry. It 
is not a collection of formal papers, but rather an admirably edited 
report taken from verbatim transcriptions and recordings. 


The book is especially welcome because it states clearly the goals 
of residency training in psychiatry and establishes areas of general 
agreement on questions of theoretical orientation, the latter being no 
mean achievement for a diversified group of psychiatrists with varying 
backgrounds and orientations. Noteworthy among the conferees’ areas 
of agreement was their discussion of psychodynamics, which is defined 
as “the systematized knowledge and theory of human behavior and its 
motivation.” It may well come as a surprise to learn that the conference 
reached the unanimous conclusion that “it is mot necessary to be psy- 
choanalyzed in order to develop competence as a psychiatrist, including 
competence in psychotherapy and psychodynamics.” 


A comprehensive list of the approved residency training centers is 
included. Of the total of 257 hospitals approved, 11 are U.S. Army and 
Navy hospitals, while 36 are other federal hospitals, principally those 
of the Veterans Administration. 


This volume will be of singular help to those in charge of directing 
psychiatric residency training programs. It is comprehensive, easily 
read, and written in a restrained, scientific manner with full acknowl- 
edgment of the many gaps in our psychiatric knowledge as well as of 
the areas where opinions differ. The bibliography is brief but well- 
chosen, and the index an excellent one. 

— JOHN F. McMULLIN, Capt. (MC) USN 


NERVE IMPULSE, edited by David Nachmansohn, M. D. 224 pages; illustrated. 
Josiah Macy, Jr. Foundation, New York, N. Y., 1954. Price $4, 


This volume records the transactions of the fourth conference on the 
nerve impulse sponsored by the Josiah Macy, Jr. Foundation. The con- 
tributors are a group of distinguished investigators of somewhat different 
disciplines. Their purpose at this meeting was to further knowledge 
about mechanisms whereby special sensory receptors generate nerve 
impulses. 


The book is divided into three portions: (1) the mechanism of vision, 
(2) the mechanism of hearing, and (3) the sensory receptors. Dr. George 
Wald reviews current considerations of the anatomy, biochemistry, and 
neurophysiologic correlates of the sensory receptors for vision. The 
section on hearing by Dr. Hallowell Davis discusses the absolute 
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sensitivity of the ear, the newer concepts of the anatomy of the organ 
of Corti, and a model of excitation and possible amplification of the 
auditory nerve impulse. The section on sensory receptors by Dr. Yngve 
Zotterman deals with an electrophysiologic analysis of data relative 
to afferent nerves subserving temperature. 


The volume is a significant contribution to the current concepts of 
the mechanisms of the chemoanatomic and bioelectric phenomena of 
sensory excitation. The divergency of thinking of participants from 
different disciplines results in some semantic digressions from the 
central theme of each section. In general, however, the comments of 
the discussants are pertinent and thought provoking. The text makes 
good use of graphs and illustrations to clarify the subject matter. 


‘This book will be of greatest interest to neurophysiologists, bio- 


physicists, and biochemists. 
—CLIFFORD A, SWANSON, Rear Adm, (MC) USN 


BREAKING PATTERNS OF DEFEAT, The Effective Readjustment of the Sick 
Personality, by Richard L. Jenkins, M. D. 270 pages; illustrated. J. B. 
Lippincott Co., Philadelphia, Pa., 1954, Price $6.75. 


This is a book on human adjustment, which takes a rather broad, yet 
detailed, view of psychiatric illnesses or “patterns of defeat.” It was 
written as a common basic orientation for the members of the clinical 
team who are concerned with psychiatric illness—the psychiatrist, the 
clinical psychologist, the psychiatric social worker, and the psychi- 
atric nurse. Moreover this book is the professional autobiography and 
case book of an eminent psychiatrist, whose well rounded psychiatric 
experience includes work in community psychiatry, child guidance 
clinics, university health service, a veterans’ clinic, a training school 
for delinquents, private practice, and research, Out of that experience, 
with an eye to constitutional and physical individuality and to external 
as well as internal stress, the author develops a concept of emotional 
development, preventive psychiatry, psychiatric illness (defeat), and 
psychotherapy. 


This book will find its most important audience among students 
entering their training in psychiatry, psychology, social work, and 
psychiatric nursing. The reason is found in characteristics which make 
this volume unique. The tone of the entire book is one of optimism and 
sincerity. The concepts of the author are presented clearly and with 
conviction, but without dogma. The many unanswered questions that 
beset students of human behavior are recognized and accepted without 
pessimism or apology. The author uses concepts developed by various 
schools of psychiatry without criticising those concepts that are not 
accepted, and no defensive apology is made for not completely follow- 
ing one particular school. Psychotherapy, too, is presented with a tone 
of confidence and optimism. It is considered as a structured and goal- 
directed interpersonal relationship based on acceptance and under- 
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standing of the patient and on respect for him as an individual. It is 
also based on a steadfast conviction that he can, with help, break his 
patterns of defeat. 


Perhaps the nicest thing that a reviewer can say about an author’s 
effort is that his is a book that the reviewer wishes he had written. 
This is such a book—ROBERT E. SWITZER, Lt. Comdr, (MC) USN 


COMMUNITY PROBLEMS by Jennette R. Gruener, Ph. D.,and Deborah MacLurg 
Jensen, Re Ne, Me A. 336 pages; illustrated. The C. V. Mosby Co., 
St. Louis, Mo., 1954, Price $4. 


An understanding of family and community problems arising as a 
result of illness will assist the nurse in her concept of complete nurs- 
ing care. This book was written to help the nurses “integrate social 
and emotional aspects in their clinical fields.” 


The first of three sections presents a general background of sociol- 
ogy and the nature of community problems. It is followed by a discus- 
sion of the social and economic problems due to various types: of ill- 
nesses and the role of the community in these problems. The last 
section gives a summary and review of the existing programs and plans 
in the community, the state, and the nation. The student as well as the 
graduate nurse will find the references following each chapter invalu- 
able as further sources for more detailed information. The graphs and 
charts found throughout the book aid in depicting the various socio- 
logic trends. Appendix I contains a list of books, magazines, and 
sources for pamphlets and visual aids which will assist the instructor 
in this field of nursing education. The national agencies, both govern- 
mental and voluntary, are listed separately in Appendix II. 


As a ready reference to the common community problems in their 
fields, the nurses and other health workers will find this book of great 
value.—AILEEN E. BRIMMER, Maj., USAF (AFNC) 


THE ROLE OF EDUCATIONAL INSTITUTIONS IN MILITARY RESEARCH, 
by Robert E, Cron, Jr, M. S. 22 pages. Carnegie Institute of Tech- 
nology, Pittsburgh, Pa., 1953. Price $1. 


This monograph presents a brief and interesting review of the sup- 
port rendered our armed forces during World War II by educational insti- 
tutions in supplying technical personnel and facilities for research and 
development, and in developing tactical weapons. Because modern 
tactical problems depend fundamentally on science and technology, 
particularly in basic research, it is pointed out that the role of educa- 
tional institutions has become more important than ever to national 
security. Research accomplished by these institutions during the war 
and the postwar period is briefly reviewed and summarized. This mono- 
graph would be of value to anyone planning to present a public disser- 
tation on the general subject of the armed forces and research. A bibli- 
ography of 15 references is included.—WILLIAM H., LEE, Maj., USAF (MSC) 
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RETINAL CIRCULATION IN MAN AND ANIMALS, by I. C. Michaelson, Ph. D. 
146 pages; illustrated. Charles C Thomas, Publisher, Springfield, IIl., 


1954. Price $6.75. 

This monograph is a complete presentation of the developmental and 
adult condition of the blood vessels of the inner eye of the vertebrates. 
The inner ocular vascular pattern found in each class of the vertebrates 
is given in a general summary with a more complete description of that 
found in the eel, roach, frog, pigeon, horse, rabbit, cat, rat, and man. 
The vascular patterns of the choroid and retina are correlated to demon- 
strate the importance of the choroid in the nutrition of the retina. The 
author presents evidence of the presence of factors in the developing 
retina which are capable of affecting the growth of new vessels. 


The review of the development of the vascular tree and interpretation 
of the vascular conditions in the human eye will aid the ophthalmol- 
ogist in the study of the ocular vascular diseases. Because many di- 
seases of the eye involve the intraocular vessels, this monograph 
should be of benefit in the future study of retrolental fibroplasia, dia- 
betic retinopathy, occlusion of the central retinal vein, Eales’ disease, 
and hypertensive retinopathy. It will be of greatest value to the physiol- 
ogist, ophthalmic pathologist, and ophthalmologist as a reference book 
and should be included in the libraries of institutions concerned with 
the study or treatment of intraocular vascular diseases. 

—FREDERICK R. CARRIKER, Capt., MC, USA 


METHODS IN MEDICAL RESEARCH, Volume VI, edited by Jj. Murray Steele. 
271 pages; illustrated. The Year Book Publishers, Inc., Chicago, IIl., 
1954. Price $7.00. 


This volume, with the quality and tradition of the preceding five 
volumes, contains four essentially unrelated sections: (1) methods for 
studying genetics; (2) experience and methods of conducting environ- 
mental medical research; (3) the use of statistics in medical research; 
and (4) authoritative reports on the design and construction of metabo- 
lism cages for smaller animals, together with descriptions of methods 
for the actual quantitative collection of expired air, urine, and intestin- 
al excreta. 


This book contains the work of many outstanding contributors and 
is exceptionally well edited. Although the reader may not desire to 
read all of the detailed technics described in each section, the general 
approach to the described problems may prove of interest. The experi- 
mental methodology so well condensed into a single volume, will save 
many investigators time in looking up methods already developed and 
proved by others in these fields. 


This volume is a particularly pertinent reference for scientists con- 
ducting more basic types of medical and biologic research. 
—FRANK L. BAUER, Lt. Col., MC, USA 
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HYPNOTISM, AN OBJECTIVE STUDY IN SUGGESTIBILITY, by Andre M, 
Weitzenhoffer. 380 pages. John Wiley & Sons, Inc., New York, N. Y, 
1953. Price $6, 


This book furnishes a comprehensive review of the background and 
theoretic knowledge in the field of hypnosis. It is rather difficult to 
read because the author frequently refers to other workers in this field, 
stating their opinions. This partially tends to interrupt its continuity 
and to confuse the reader. The author overcomes this difficulty by in- 
cluding well-written summaries at the end of each chapter and by giving 
a complete bibliography. 


The first part of the book is concerned with the history and back- 
ground of hypnotism and suggestion and the last five chapters with the 
author’s attempt to formulate a theory concerning hypnosis. 


This book is valuable for reference purposes because it endeavors 
to explain and rationalize hypnosis in terms of psychological theory. 
—EUGENE R. INWOOD, Col., MC, USA 


WORLD-ATLAS OF EPIDEMIC DISEASES, Part I, edited by Professor Dr. 
med. Ernst Rodenwaldt under sponsorship of Bureau of Medicine and 
Surgery, Department of the Navy, Washington, D. C. 130 pages; 41 
maps. Falk-Verlag, Hamburg 1, Burchardstr. 8, Germany. Price 225 
Deutsche marks plus postage. 


This atlas will be new to most American physicians in the field of 
public health. The professors at Heidelberg, who have worked for many 
years on the study of epidemic diseases of Europe, have been success- 
ful in charting the epidemics of certain specific diseases over a period 
of several decades in such a manner as to be useful throughout the 
emtire area covered by the maps. There is considerable duplication of 
description because the entire disease picture of the European and 
Near East areas, including the Mediterranean, are discussed both in 
German and English. 


It is the obvious intent of the authors to continue this atlas and to 
publish other parts which will report the problems of other continents. 
This apparently will be a long and meticulous task. The necessity for 
keeping the material already published current during this period will 
also require considerable work and periodic revision of that already 
published. The political situation in Europe today would seem to pre- 
clude the accuracy or even approximate currency of reports of disease 
epidemics which occur in the USSR and its satellite countries. 


The organization of the atlas makes it difficult to use the charts and 
descriptive material with the large, beautifully colored, and accurately 
made maps prepared by the cartographers. There is no index in the 
regular texts, bur none is needed because the table of contents gives 
the page and the number of the maps. The discussions of the climatic 
and population factors of disease in the area of Europe, include the 
Mediterranean area and European Russia. 
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This is not an atlas that will be used for routine or even occasional 
office reference by those working in the field of epidemiology; however, 
it should be in the libraries of all medical public health schools, and 
available to those governmental agencies where world epidemiologic 
conditions are studied in relation to current and future operations. The 
Bureau of Medicine and Surgery of the Navy is to be congratulated on 
the sponsorship of this volume and it is hoped that other volumes per- 
taining to the more accessible portions of the world, such as Africa, 
the Far East, and the Western Hemisphere will be published. It is 
hoped that through joint efforts the geographers of epidemic diseases, 
In some way may co-ordinate their work so that the final maps and 
descriptive material will be jointly useful to all groups throughout the 
world who are studying these problems. 

—GOTTLIEB L. ORTH, Col., MC, USA 


DISEASES OF THE KNEE, by Anthony F, DePalma, M. D. 840 pages; 455 
illustrations. J. B. Lippincott Co., Philadelphia, Pa., 1954. Price $20. 


This comprehensive treatise on knee joint structure and pathology is 
a welcome addition to orthopedic reference texts. It includes the acme 
of our present knowledge concerning knee joint function and disease. 


The anatomy, embryology, and mechanics of the knee are discussed 
in a readable and authoritative style. The diagnosis of knee joint dis- 
orders is presented in great detail. Specific treatment, ranging from the 
simplest methods of office management to the most complicated recon- 
structive procedures, is recommended for the various joint conditions. 
Although the autnor obviously has his favorite therapeutic procedures, 
the reader in most instances is given a choice of several acceptable 
forms of treatment. The chapter on surgical approaches and procedures 
is especially commendable. 


Unfortunately, only passing mention is given to tuberculous arthritis, 
and then only under the heading of surgical arthrodesis. Syphilitic joint 
involvement, other than the neurotrophic variety, is not included, and 
it is disturbing to find chondrosarcoma listed under benign neoplasms. 
Some errors in spelling are noted, and references to authors lose effect 
when Ghormley becomes “Gromley” in both text and index. Surely a 
work of this magnitude in which a veritable wealth of material has ap- 
parently been assembled might have been better edited. The illustrations 
are sharp and usually appropriate. The type is very clear and the volume 
is well indexed. 


In relation to the general excellence of the book its faults are few. 
If the reader will use it intelligently as a reference text, will weigh 
critically the author’s recommendations of certain favorite forms of 
treatment, and will look elsewhere for information on tuberculous ar- 
thritis, he will find the volume of more than considerable value. 

—ERNEST A. BRAV, Col., MC, USA 
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THE PSYCHOLOGY OF PERSONALITY, by Bernard Notcutt. 259 pages. 
Philosophical Library, New York, N. Y., 1953. Price $4.75. 

The author, who is professor of psychology at the University of Natal, 
has written a discerning evaluation of the psychology of personality and 
thereby brings some order into the conflicting theories in the field. 
He describes his purpose as direction-finding in the field of personality. 
This book does not present case studies, it does not give instructions 
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for measuring personality nor does it review research findings. In es- | 


sence, it attempts to evaluate present theories and methods and to 
choose from among them those that promise most for the future. 


Theories of personality are examined under three broad headings. 
First, systems that describe personality in terms of basic traits are 
described. These include traits, factors, and types. Next the author 
puts into a discrete category systems that describe personality in 
terms. of forces in the environment that act on the individual. This 
category includes theories based on conditioning and association as 
well as theories pointing to the influence of culture and social roles. 
The final category of theories have to do with interaction of the individ- 


-~ 


ual and the environment, and includes explanations of personality in | 


terms of basic motives, functional autonomy, maturational patterns and 
psychodynamics. This organization of theories makes good sense and 
brings some order to a hodgepodge of apparently unrelated ideas. The 
projective technics are given thorough treatment and the author is un- 
restrained in his enthusiasm for “assessment” devices. 


The author has fully realized his expressed purpose in writing this 
book. He has evaluated rather than described the work of psychologists. 
His message in this book should have the sort of impact on psycholo- 
gists that a competent recorder may have on a conference group, after a 
long, lively and fruitless discussion. As the recorder, Professor Notcutt 
seems to be saying: “You’ve had your fun, you’ve digressed enough, 
now let’s get on with the meeting and solve our problem.” 

—RUEBEN A. BAER, Lt. Col., USAF (MSC) 


ACUTE PULMONARY EDEMA, by Mark D. Altschule, M.D. 68 pages. Grune 
& Stratton, New York, N.Y., 1954. Price $3.50. 


This monograph marks a milestone in our understanding (or lack | 


thereof) of the problem of acute pulmonary edema. The author presents 


an excellent and concise summary of the clinical manifestations, basic | 


physiologic considerations, pathology, physiology, and rationale of 
treatment. The approach is primarily physiological rather than theo- 
retical or speculative. Emphasis is placed on pulmonary fluid dynamics 
and on the importance of experimental attack on related problems. The 
factors which contribute to an imbalance between the rate of transu- 
dation from the pulmonary capillaries and the reabsorptive capacity 
of the pulmonary lymphatics are carefully scrutinized in the light of 
dynamic physiology. 
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The chapter on therapy is well organized and succinct. Unfortunately, 
treatment still remains largely empirical because the mechanisms which 
produce this syndrome are numerous and not well defined, and their 
cause is only partially understood. No one theory or hypothesis can 
explain the multiple origins and pathogenesis of this syndrome. Physi- 
ologic attack on the problem still remains uncertain and incomplete, 
although some 93 references are listed from the field of the clinical and 
experimental laboratory. Because basic knowledge of the disorder is 
still far from complete, the prognosis of an individual attack of pulmo- 
nary edema and its subsequent course are largely determined by the 
nature of the underlying disease. 


Until the physiologic rationale of edema of the lungs is unraveled, 
this monograph serves a double purpose: To collate and correlate cur- 
rent concepts, and to stress the vital importance of continuing basic 


research in physiology and pathology. 
—CHRISTOPHER C. SHAW, Capt. (MC) USN 


FILMS IN PSYCHIATRY, PSYCHOLOGY AND MENTAL HEALTH, by Adol/ 
Nichtenbauser, M.D.; Marie L. Coleman; and David S. Rube, M.D. 269 
pages; illustrated. Health Education Council, New York, N.Y., 1953. 


Price $6. 


This book contains a catalog of the current educational motion pic- 
tures in the indicated scientific fields, together with professional 
appraisals and critical reviews to stimulate higher standards both in 
their subject matter and technical details. 


The first of the two divisions of the volume contains chapters cover- 
ing the academic aspects of the subject. The chapter on the use of 
motion pictures for the teaching of psychiatry is of practical value to 
those engaged in this field. 


The second principal division of the book is a listing of 101 films 
covering many aspects of a large number of personality disorders. F ifty- 
one of these films are reviewed at considerable length, with emphasis 
on their content, effectiveness, and manner of presentation. In keeping 
with the author’s purpose of raising the standards of medical films, 
the reviews are sometimes highly critical in the interest of accuracy 
and completeness of presentation. For all the films listed in this book, 
there is very adequate source data which should enable the interested 
reader to readily obtain the desired film. There is an adequate biblio- 
graphy following each of the chapters on the academic presentations. 


This volume is well edited and presents its subject in a very read- 
able form. The format is attractive and the book is of a size for easy 
handling. This work will be useful to almost anyone in the field of 
mental health who may be called upon on occasion to speak to groups 
on this subject, and it will be of special value to those seeking as- 
sistance in teaching positions.— DAVID S. EVANS, Lt. Col., USAF (MC) 
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PSYCHOSOMATIC CASE BOOK, by Roy R. Grinker, M. D., and Fred P. Rob- | 
bins, M. D. 346 pages. The Blakiston Co., Inc., New York, N. Y., 1954, 


Price $6.50. 


This book introduces the reader to the basic principles of a psycho- 
Somatic approach in medicine by presenting clinical histories of pa- 
tients suffering with various diseases. The authors review the various 
approaches by other workers to the field and suggest that the subject 
should be considered as a “field”—-using the term in its sense as_ 
applied by the physicist—consisting of social, somatic, and psycho- 
logic components, each of which is subdivided into many interacting 
forces. One might visualize all of these subdivisions as reverberating 
potentials capable of exerting their influence on the total “field.” The 
illusion thus created is at first rather breath taking, and suggests to 
this reader that one might need a huge electronic calculating device to 
properly evaluate all the possible combinations and permutations neces- 
safy in viewing the psychosomatic aspects of the case from the “field” 
viewpoint. Such an approach can only be accomplished by the team 
concept, to include the psychiatrist, internist, psychologist, sociolo- 
gist, and whatever other specialist might apply to the specific problem. 


The book is divided into five major parts. After a review of the prob- 
lem and suggestions for a broader viewpoint, the authors’ own case 
material, with particular emphasis on the psychological aspects, is 
presented. The section on special syndromes neatly groups familiar 
entities into their respective systems and provides a comprehensive 
review of current thought in each particular system with excellent 
bibliographies at the end of each chapter. 


In the section on therapy, technics for planning therapy and methods 
of treatment, and discussion of the doctor-patient relationship in therapy 
are outlined. The need for positive findings for making a psychiatric 
correlation in the case rather than accepting such just because organic’ 
disease has been ruled out is emphasized. 


Workers in all phases of the “field” will find this a useful book. The 
case studies which were selected from what appears to be a wealth of 
carefully studied material will interest not only the psychiatrist but 
also specialists in other medical fields. Even the specialist or general 
practitioner, uninitiated in the thinking of psychosomatic medicine, will 
find familiar threads running through the case material that tie together 
and that will help him understand the psychosomatic aspects of his 
own specialty. When the reader finishes the book, he may still believe 
that an electronic calculating device is necessary to study the psycho- 
somatic problem properly from the “field” standpoint. However, most 
will agree that the authors have skillfully presented a large segment 


of the approach that they have recommended. 
—ROBERT L. WILLIAMS, Maj., USAF (MC) 


U. S. GOVERNMENT PRINTING OFFICE : O—1954 








